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ATONIA GASTRICA IN RELATION TO CHOLOLITHIASIS 


By A. ROSE M.D., 


HE acute crosswise fibrous arrangement 

of the three flat muscles of the abdomi- 

nal wall — the obliquus abdominis ex- 

ternus, obliquus abdominis internus, and 
transversus abdominis — is especially capable 
of effecting a narrowing of the cylindrical ab- 
dominal cavity. 

The obliquus abdominis externus extends 
over the lateral and anterior portion of the 
abdominal wall, and consists of a fleshy and 
an aponeurotic part. In the abdominal me- 


dian line the aponeurosis meets with the other 
side, and as the fibers of these aponeuroses 
cross each other, they produce the linea alba. 

The obliquus abdominis internus is sepa- 
rated from the externus by a layer of con- 


nective tissue. The fibers of both obliqui 
cross each other in an acute angle. Whereas 
most of the fibers of the obliquus internus 
have an upward and inward direction, those 
which originate at the spina ossis pubis and 
Poupart’s ligament are directed inward, and 
the lowest even downward. 

The fibers of the transversus abdominis 
encircle the abdominal cavity in its horizon- 
tal plane, and consequently they must cross 
the fibers of the obliquus internus at acute 
angles. As it merges with the anterior abdomi- 
nal wall, a thin aponeurosis is produced, 
which passes behind the rectus abdominis 
and arrives at the linea alba. Where the 
muscular fibers above and below are directed 
toward the median line previous to merging 
into the sinew, there is produced the ex- 
teriorly convex linea semicircularis. 

The musculus rectus abdominis is situated 
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at the side of the linea alba, inclosed by the 
aponeuroses of the three flat abdominal mus- 
cles. It begins at the crista ossis pubis. 
As it ascends, the rectus gains in width, and 
is interwoven by three short sinews — the 
inscriptiones tendinee —two of which are 
above and one immediately below the umbili 
cus. By these inscriptiones the rectus is 
to a certain extent divided into four super- 
imposed muscles, whose fibrous sinews coa- 
lesce at the anterior surface with the sheath, 
forming fixed points of contact. The rectus 
is attached at the ribs and the ensiform pro 
cess. <Anteriorly, the entire extent of the 
rectus is enforced by the aponeurosis of the 
obliquus externus, and posteriorly by that 
of the transversus. The wall of the sheath 
behind the rectus, however, does not reach 
up to the symphysis ossis pubis, but the 
aponeurosis terminates six to seven centi- 
meters above, in the linea semilunaris, so 
that from this spot to the symphysis the 
rectus is bordered only by the transverse 
abdominal fascia and the peritoneum. 

The position of the two recti is such as 
to support the effect of the obliqui and of 
the transversus by being shortened in a verti- 
cal direction. 

The peritoneum, which is the largest serous 
membrane of the body, imparts to the abdomi- 
nal wall, and to the organs enshrouded by it, the 
quality of displaceability, while simultaneously 
assisting in fixating the viscera. 

As is apparent from the diversified arrange- 
ment of the muscular fibers, the physiologi- 
cal function. of the abdominal wall — its 
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muscles, fascia, and sinews—is a compli- 
cated one, and consists in preserving the 
physiological position of the abdominal vis- 
cera, simultaneously regulating the move- 
ments of the fluid contents of the viscera, 
secretions, etc. 

When the abdominal wall becomes atonic 
and relaxed by diastatic, elongated, muscu- 
lar fibers, and the flaccid fascia of the linea 
alba, line semilunares, and fascia transver- 
salis, it can no longer support the viscera 
wholly or partly, nor control their functions, 
with the consequence that these organs must 
leave their normal position and sink down. 
Such ptosis is conductive to many pathologi- 
cal conditions, such as gastric disorders of 
secretory as well as motoric functions. It 
affects the peristalsis, leads to intestinal com- 
plaints, nutrition will sooner or later be im- 
paired, stagnation of bile can generally be 
traced to gastroptosia, and the latter is most 
certainly connected in many cases with uterine 
troubles; in short, all pelvic organs — the 
stomach, the intestines, kidneys, liver, uterus 
—may be involved in different ways by gas- 
troptosia. 

The reflex effects upon innervation, and 
even upon the nerve center, are many. Espe- 
cially, the circulation is impaired, because the 
changed mechanism of the splanchna and 
their malposition interferes with the circula- 
tion by strangulation of the vessels; it also 
makes itself felt at the nerve trunks and ends, 
and, under circumstances, may cause pain. 
Many cases which have been diagnosed as 
hysteria, neurasthenia, or nervous dyspepsia 
are nothing but manifestations of atonia 
gastrica. 

Abnormal forces of pressure and _ traction 
which make themselves felt in the relaxation 
of the abdominal walls—that is, atonia 
gastrica — have been investigated too little 
in regard to their pathological and _noso- 
logical importance, while the forces that 
may be turned to account in order to regulate 
abnormal pressure and traction have not 
met with sufficient therapeutic recognition. 
The enthusiasm now entertained for bacterial, 
chemical, or toxic processes has caused 
modern medicine to forget almost entirely 
the importance of mechanical conditions. 
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The effects of pressure and traction upon the 
abdominal organs play a greater role in the 
etiology of various diseases than has hitherto 
been recognized. The ingestion of food 
exemplifies a manifestation of pressure, a 
change of position. The replenished stomach 
pushes neighboring organs aside, and the 
identical process occurs in the intestines by 
feeces and air. Numerous cardiac troubles 
are merely caused by the pressure of the 
alimentary tract, which pushes the heart out 
of its normal position. The importance 
attaching to the stagnation of feces, gas, 
blood, and juices at the point where the 
small and large intestine meet is best shown 
by the acute as well as chronic infections 
which there occur. A thorough study of the 
preliminary conditions of all these patho- 
logical states will lead to a recognition of the 
importance of atonia gastrica. The abnor- 
mal effects of pressure and traction, as wit- 
nessed in atonia gastrica, cause pathological 
changes of the circulation and innervation. 
By obtaining a clear insight into the mechani- 
cal changes, explanations are furnished about 
motor, sensory, and secretory disturbances, 
which were not recognized before. Opinions 
as to therapy will then suggest themselves 
by balancing the various mechanical forces 
against each other, and by intelligent ex- 
clusion of one factor or another. Mechanical 
expedients will in a great measure help in 
the achievement of good results. The object 
in utilizing mechanical force is to change 
the degree of involvement, to lighten over- 
burdened points, and to place more work 
upon those which bore too little. This object 
we are able to accomplish by supporting- 
bandages. Here there is a scientific founda- 
tion which, in the chemistry of medicine, is 
frequently conspicuous by its absence. Medi- 
cinal treatment is frequently but a_ blind 
experimentation with unknown quantities. 
This can be best seen by comparing the medi- 
cinal with the mechanical treatment of chololi- 
thiasis. It is not a rare occurrence that after 
an opulent meal, when the stomach is com- 
paratively much distended, there occurs a 
gall-stone colic. By overfilling the stomach, 
the stone, or the bladder in which it rests, 
is displaced. This alone may be the cause 
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of pathological contractions, but this is more 
frequently the case when, after emptying 
the stomach, the stones change their position. 
Their edges may easily come in contact with 
new places of the bladder or the excretory 
duct, which are not accustomed to the pres- 
sure of the stones, and therefore try to get 
rid of it. That is the reason why these 
colics occur so frequently at night, after the 
stomach has been emptied. Change of posi- 
tion of the stones, and consequent colics, 
occur in constipation and in gaseous disten- 
tions of the upper transverse colon or stom- 
ach. Of especial interest is the occurrence 
of colic after parturition, or in the last month 
of pregnancy, when the uterus occupies a 
low position; in fact, cases are not infre- 
quent where the paroxysms occur regularly 
with the menses, as a positive consequence 
of changes of pressure. Dr. Groddeck, of 
Baden-Baden, who has deposited his views 
on the mechanical forces of the human 
body in ‘ Schwenninger’s Aerzteschule,” from 
which the above statements on this subject 
are taken, is of opinion that the effect of the 
mineral-water cures is to a certain degree due 
simply to the mechanical influence of the 
quantities of water which by alternate pressure 
move the stones about. 

These observations indicate the way for 
the treatment of gall-stones. It has sur- 
prised me that Groddeck did not say a word 
concerning the most rational treatment — 
that by plaster bandage. Of course, the 
stone itself is of no consequence, as long as 
it does not move about, which is proved by 
the frequent occurrence of the concrements, 
as compared with the rare occurrence of 


colics. The change of pressure which sets 
the stone in motion should be overcome, 
and this can best be effected by the plaster 
bandage. As a matter of fact, I have had 
occasion to observe the favorable effect of the 
bandage on gall-stone colics, and my experi- 
ence has convinced me that the application 
of this bandage is the most rational treat- 
ment of gall-stone colics, as long as there 
is ne urgent indication for an operation, and 
that this should be the first attempt at a 
cure. 

Formerly the opinion had been enter- 
tained that obstruction of bile might lead to 
stone-forming catarrh of the mucous mem- 
brane of the gall-bladder, bile being a strong 
protoplasmatic toxine, which, by decomposi- 
tion, favored lithiasis. The present view, 
however, is, that an essential factor for the 
formation of stones is the presence of bacteria. 
Bile in chololithiasis contains micro-organ- 
isms. Congestion leads to infection of the 
obstructed bile, and when the bile is infected 
with culture bacilli, as was experimentally 
done in animals, there may occur a cholocys- 
titis, but not a lithiasis, unless there is at 
the same time stagnation of bile. It is now 
the generally accepted opinion that there must 
be two conditions present for the formation 
of gall-stones, and they are micro-organisms 
and stagnation of bile. 

In gastroptosia there are disturbances of 
circulation of all kinds, including stasis of 
bile. The assumption readily suggests itself 
that the treatment of gastroptosia by a plaster 
bandage may be the most rational prophylac- 
tic measure to prevent the stasis of bile, and 
consequently the formation of gall-stones. 
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A FURTHER CONTRIBUTION CONCERNING ARTIFICIAL DILATATION 
OF THE CERVIX 


A Repty To DUHRSSEN’S PAPER IN VOLUME II, No. 3, OF THIS MAGAZINE 


By PROFESSOR LUDWIG KNAPP, PRAGUE 
TRANSLATED BY LUDWIG SIMON, M. D., Cuicaco ; 


UHRSSEN, in his paper criticising my 
article on Bossi’s method, published in 
the November, 1905, number of Sur- 
GERY, GYNECOLOGY AND OBSTETRICS, 

ends with a warning against my instrument for 
accomplishing dilatation in this manner. 

I would have remained quiet in regard to 
this purely personal point of view, it being far 
from my purpose to advertise either the method 
or my modification of Bossi’s instrument, had 
not Diihrssen at the same time branded as 
unreliable my remarks as to the priority of the 
idea of (deep) cervical incisions in accouche- 
ment jorcé, making a personal matter of it, 
and insisting on “having the name of the 
author who had recomntended or used the 
method before him.” 

Regarding this point, I refer him to my 


Beitrige sur Geschichte der Eclampsia (S. 
Karger, Berlin, 1901), where I cite as authority 
Lauverjat, who, in his paper, “Neue Methode, 
den Kaiserschnitt zu machen und Vergleichung 
dieser Operation mit der Schambeintrennung ” 


(German by A. G. Eysold, Leipzig, 1790), 
distinctly recommending this with the help of 
incisions in the cervix, and as further proof, 
pages 17 and 38 and following of the same 
paper. 

Moreover, I am relieved from this trouble 
by an article by Hofmeier, which appeared at 
the same time as Diihrssen’s work was pub- 
lished (‘Der Vaginale Kaiserschnitt” und 
‘die Chirurgische Aera” in der Geburtshiilfe, 
— Deutsche Medizinsche Wochenschrijt, 1906, 
No. 5), the authority of which is above criti- 
cism. Hofmeier says in this paper “that 
Diihrssen himself designated Skutsch as the 
one who recently had again recommended 
these incisions (incisions of the os uteri, respec- 
tively, of the cervix), and not only theoreti- 
cally.” Moreover, if Diihrssen boasts of the 
spread of his incisions, the same recommenda- 


tions can be found at a much earlier date — 
among others, in the Lehrbuch der Geburtshiilje 
of Scanzoni in 1867. As early as 1802, Osian- 
der’s Grundiss der Entbindungskunst shows an 
understanding of the ‘‘Scheidenkaiserschnitt”’ 
(sectio-Czsaria vaginalis) under this very head. 
Hofmeier finds, therefore, between Diihrs- 
sen’s directions and earlier ones of the same 
kind ‘a difference more of degree than of 
principle.” 

I shall not enter further into this controversy, 
which must be very uninteresting to the general 
practitioner. The most noteworthy point in 
Hofmeier’s paper seems to me to be the justifi- 
cation of my ideas against the operation of 
deep cervical incisions for accouchement jorcé, 
especially by doctors not having skilled as- 
sistance, and more especially if the operation 
is followed by a considerable hemorrhage. 
With all the possible dangers of such a proce- 
dure, an operator who is not sure of himself 
could hardly thank Diihrssen for his direc- 
tions, and no one who has ever seen such a 
life-threatening situation can decide to under- 
take such an operation on his own responsi- 
bility. 

After personal experiences, not merely on a 
theoretical basis, I defined my attitude in 
opposition to Diihrssen’s methods in my 
Geburtshiilflichen Diétetik und Therapie fiir 
Arste und Studierende (F. Tempsky, Prague, 
1902; now A. Meiner, Leipzig): “The indica- 
tions for cervical incisions must be carefully 
considered, and it would be well to restrict 
the operation to those cases in which danger 
threatens, that is, it is to be done where, in 
the interest of the mother or the child, or of 
both, a quick delivery is necessary, and then 
only when the means are at hand for controll- 
ing an excessive hemorrhage. We must ex- 
pect a great deal of bleeding in any case, and 
should be prepared to ligate and tampon. 
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Under no circumstances should we think it 
a simple thing to control the hemorrhage, and 
we should consider this before beginning an 
operation which in private practice without 
skilled assistance, sufficient light, and many 
other necessary things, is one of the hardest 
tasks we have to accomplish. It is wiser, 
therefore, even in slightly unfavorable sur- 
roundings, to avoid completely all such com- 
plications. 

“The situation is especially bad when, dur- 
ing the passage of the child, the incisions tear 
towards the sides or upwards, in which case 
cervical branches of the uterine artery are 
torn through and severe arterial hemorrhage 
may occur. In such cases the delivery should 
be completed as quickly as possible, care being 
taken not to cause any new wounds; the pla- 
centa should be expelled, and then the torn 
surfaces should be united by stitches. If, at 
the same time, uterine atony should be present, 
the uterovaginal canal should be tamponed 
with sterile.gauze or cotton.” 

In part 2, the clinical part of my monograph, 
Uber den Scheintod der Neugeborenen (W. 
Braumiiller, Wien, 1904), I wrote in the chapter 
on prophylaxis for this condition (pp. go et seq.): 
“As regards the well-known Diihrssen cervi- 
cal incisions (so called), Diihrssen contends 
that every obstetrician is in duty bound to 
undertake the operation in order to save the 
threatened life of the child. I cannot neglect 
also, under these circumstances, calling your 
attention to the dangers of such a proceeding, 
and to warn you most emphatically against do- 
ing this in general practice! At the same time, 
must tell you my views as regards accouche- 
ment jorcé, which I hold to be justified only in 
exceptional cases, if at all, owing to the poor 
prognosis as to the life of the child. In these 
cases, Diihrssen’s cervical incisions, and, above 
all, his masterly vaginal Czsarean sections, 
when done by a practised hand, are far 
superior to Bossi’s method.’”’ You see by this 
quotation my ideas first and last as regards 
Diihrssen’s incisions (and as a matter of course 
the same holds good as regards the vaginal 
Cesarean section) in private practice. 

Moreover, it is well known that unfortunate 
cases, especially life-endangering hemorrhages, 
occur also in clinics, among those observing 
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and publishing such experiences being von 
Skutsch, Gweifel, Gessner, and Riihl. There- 
fore, Wyder, in von Winckel’s Handbuch 
(vol. ill, pt. 1, p. 177), quite rightly takes the 
view “that even in clinics where beginning doc- 
tors should be shown and taught what they can 
and must carry out in their later practice, these 
heroic means (cervical incisions) should not be 
undertaken as often as Diihrssen recommends 
them. Many a young doctor, eager to operate 
(and there are thousands of these, in spite of 
their lack of instruction and practice), misled 
by an operation which in a master’s hand 
seems easy and harmless, attempts these 
incisions, and, through uncontrollable bleeding 
and further tearing of the incisions, risks the 
life of a women who could have been saved by 
an easier and therefore less harmful procedure. 
Since the birth-canal can be prepared for a 
delivery operation by other easily learned and 
decidedly harmless manipulations, the author 
believes that Diihrssen’s method is justified only 
in those cases where, with head low down and 
firmly fixed, the cervical canal is obliterated, 
but the narrowness of the thin-edged cervix 
does not admit the application of forceps, or 
in the unusual case that bloodless dilatation 
by means of a metreurynter cannot be quickly 
enough accomplished.” 

As regards Bossi’s method, the same author, 
further on in the same book, expresses himself 
as follows: “If the author of this chapter can 
judge from about twenty of his own observa- 
tions in the Woman’s Hospital at Zurich, 
Diihrssen’s wish that the Bossi and similar 
dilators should be as quickly as possible rele- 
gated to the obstetrical garbage-heap, does 
not seem to be justified; on the contrary, the 
instrument fills a very helpful place in those 
cases (but only in those) where there is an 
extremely urgent indication to deliver the 
woman as quickly as possible, chiefly in her 
own interest. Therefore the principal indica- 
tions would be severe eclampsia, premature 
separation of a normally situated placenta 
with danger of internal hemorrhage, great 
interference with the circulatory and respira- 
tory functions, severe symptoms of existing 
infection — cases in which the decision lies 
between Bossi’s method and vaginal or abdomi- 
nal Cesarean section.” 
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As regards many of Diihrssen’s cases, which 
he repeatedly cites (last tabulated in von 
Winckel’s Handbuch, and enlarged upon in 
his last paper in this magazine), Hofmeier says 
that a great number of the ‘“kolpohysterec- 
tomies” gave him the impression “that the 
cases could have got along quite as well with- 
out such a bloody operation.” There appears 
to be no doubt that in these cases — with due 
recognition of the occasional usefulness of the 
operation — individual task and the charm of 
novelty had their share, and not simply an 
objective judgment. 

Regarding the modern principle of risking 
such a procedure, under the motto “The 
Child’s Right to Live,” Hofmeier writes: 
“Tf one looks over the list which Diihrssen 
gives as to the fate of the children, and sees 
how many of them were born dead or dying, 
and how many died during the days immediately 
following birth, one will scarcely get the im- 
pression that many more children have been 
saved by surgical treatment than without it.” 

As to the use of Bossi’s method in cases of 
placenta previa, Hofmeier says: ‘‘The meth- 
ods formerly used, rupture of the membranes, 
combined version, metreurysis, etc., serve the 
purpose here so well, both for mother and child, 
that we need use neither the Cesarean section 
recommended by the Americans nor the ante- 
rior kolpohysterotomy lately used in Germany. 
The same holds good approximately for pro- 
lapse of the cord.” 

Diihrssen defends his procedure in a most 
definite way in von Winckel’s Handbuch der 
Geburtshiilje (vol. iii, pt. 1, pp. 639 et seq.). 
At the Kiel congress, Bumm argued for the 
artificial dilatation of the pregnant and partu- 
rient uterus, and Leopold argued against it 
(see Verhandlungen der Deutschen Gesellschajt 
jtir Gynékologie, vol. xi, pp. 50 et seq.). The 
results of the discussion are doubtful. Through 
it all there was just as little talk of universal 
recognition of Diihrssen’s method as there was 
of Bossi’s. ‘That much seems unquestionable 
to me after personally looking over the con- 
gress report, which I now have before me. I 
am sorry that my inability to be present pre- 
vented me from obtaining a personal impres- 
sion from the exact spoken words. 
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In a certain way I think I may regard Hof- 
meier’s last paper as the final word and com- 
plete criterion as to Diihrssen’s method; so 
I quote his final sentence verbatim: ‘What 
sort of obstetrics shall we, as clinical teachers, 
teach our pupils, the general practitioners of 
the future? One that they can practice or 
one that they cannot? With joyous and thank- 
ful recognition of the great strides that oper- 
ative obstetrics as well as operative surgery has 
made in the last decades, I think we would 
serve best the interests of our students and the 
women and families intrusted to their care and 
ours, if we insist that we are teachers of ‘ mid- 
wifery,’ and not only of ‘ obstetrics,’ as Fr. B. 
Osiander definitely calls himself on the title- 
page of his book Grundriss der Entbindungs- 
kunst” (Géttingen, 1802), at least not in the 
sense that ‘ obstetrics’ is based more and more 
on the knife, the scissors, and the needle.” 

With this I think I have to all intents and 
purposes answered Diihrssen’s rejoinder. His 
repeated warning, especially insisted upon in 
his closing paragraph against the Bossi method, 
I give in return as regards his deep cervical 
incisions and would regret sincerely it were 
not warned against most pronouncedly in the 
obstetrical text-books. Still, with the ma- 
jority this is happily the case. Regarding 
this point, I am satisfied to refer to Ahlfeld’s 
text-book (so well known in Germany), which 
closes the argument on my side. It says there 
(p. 582): “Granted that with a complete 
mastery of antisepsis and in the hands of a 
practised specialist with sufficient assistance 
we can avoid the dangers of deep cervical 
incisions — as a matter of fact this is not 
always the case, even under these favorable 
conditions — yet the general practitioner can- 
not be too earnestly warned against these sug- 
gestions. ‘The further tearing of the incisions 
is a threatened danger. Zweifel (Centralblatt 
jiir Gynikologie, 1905, Nos. 46, 47) and Gras- 
ner (Zetischrijt jiir Geburtshiilje und Gyndéko- 
logie, vol. xxiii, p. 290) give enough examples 
to show that even in institutions women can 
have their lives endangered. How can a 
doctor operating alone help himself if such a 
severe hemorrhage should occur in one of his 
cases?” 
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CAESAREAN SECTION NECESSITATED BY OBSTRUCTION OF PELVIS 
BY NON-PREGNANT HALF OF BICORNUTE UTERUS ' 


By GEORGE S. BROWN, M. D., BrrMINGHAM, ALABAMA 


RS. P., aged 30, white. Had always been 
in good health. Was married ten years 
ago, and has been pregnant four times. 
With the two first she had prolonged labors, 
but successful deliveries without the use of instru- 
ments. With the third, the labor lasted thirty-six 
hours, during the last eight of which there was pro- 
lapse of the cord, resulting in a dead baby, but in 
other respects a normal delivery and convalescence. 

During the fourth and last pregnancy she felt very 
well up to the sixth month, when she had a hemorrhage. 
During the next two months she had four or five hem- 
orrhages, two of them profuse. 

Shortly after the end of the eighth month, and after 
the last hemorrhage, she was sent in from a neighbor- 
ing town with a diagnosis of placenta previa. An 
examination revealed a soft, boggy mass filling the 
pelvis almost to the pubic bone. It could not be felt 
above, because the pregnant uterus kept the abdominal 
walls too tense to enable one to feel as soft a mass as 
this through them. 

To the finger in the vagina the mass seemed to be 
inside the uterus. It seemed so plain a case that the 
examination was made as short as possible, and on 
account of there being some liability to infection in 
the hospital at the time, she was sent out and advised 
to stop at a near-by boarding-house for a few days 
until we could take her in and deliver her. The diag- 
nosis, as I have hinted, was concurred in, that it was 
undoubtedly a case of placenta previa. 

Owing to the fact that she was reported every day 
as doing well, other work was given precedence from 
day to day until labor came on two weeks after I first 
saw her. She was then at once brought to the hospital 
and preparations made to deliver her as soon as possible. 

It was noted from the first that the foetal ovoid was 
almost entirely to the left of the median line. We 
failed to account for this, and indeed did not give the 
matter much consideration, the patient being, as we 
supposed, in imminent danger of hemorrhage. Upon 
examining again per vaginam, it was found that the 
os readily admitted two fingers, and when these were 
swept around within the os, no placenta was found, 
and the tumor seemed to be in the uterine wall or 
outside it entirely. Upon introducing the whole hand 
into the vagina, putting two fingers in the os and the 
thumb behind the cervix, it was clear that as high as 
could be felt it was in the uterine wall. Indeed, the 
whole lower segment on the left side and behind seemed 
to be uniformly thickened to the extent of nearly filling 
the pelvis. 

The stethoscope now being used for the first time, 
the placental souffle was located two inches below 
and one inch to the left of the umbilicus. Our diag- 


nosis was now changed to a sessile or intraligamentous 
fibroid. We considered the advisability of trying to 
displace the tumor by means of the knee-chest position, 
but the labor pains were so hard and distressing, and 
we were so sure that our diagnosis was the correct 
one, that we considered that it would be useless, and 
did not use it. 

The pains continued to be very severe all night, 
and she was given three half-grain doses of morphine 
in all, in the effort to mitigate them, as it seemed in- 
evitable that a section would be necessary. 

At ten the next day the cervix was fully dilated, 
the waters intact, and the baby lively. The pains 
were as hard as ever, though the head could not en- 
gage. Under ether anesthesia the abdomen was 
opened in the median line for about eight inches, the 
umbilicus being the middle of the incision. With 
the intention of removing the uterus altogether, it was 
brought out on the abdomen before it was opened. 
The placenta was located by a dark area over tha 
anterior aspect of the fundus, which seemed to be 
much thinner than the other portions. As we wished 
to avoid this, the incision was made three inches be- 
low and to the right of this, in what seemed to be about 
the thickest portion of the abdominal wall, and it 
struck the placenta exactly in the middle, just where 
the stethoscope had located it. As we had previously 
placed an elastic ligature around the cervix, there was 
no bleeding. The placenta was pushed aside, the mem- 
branes ruptured, and the child delivered, which cried, 
by the way, contrary to the usual custom, before he 
was fairly out of the uterus. The sinuses were clamped, 
and the hand passed down into the pelvis to examine 
the tumor. From above, this was found to be entirely 
independent of the uterine wall from about the level 
of the internal os upward, and with some little effort 
it was lifted from the pelvic cavity. The true nature 
of the case was revealed now for the first time, by the 
right tube and ovary being seen attached to the right 
side of this tumor. The pregnant left half of the bi- 
cornute uterus bore the left tube and ovary, but the 
bareness of its right side had not been noticed. The 
right side was about the size of a four months’ preg- 
nancy, and it, at least, should have been removed, and 
would have been but for the fact that the anaesthetist 
reported her as taking the ether very badly, and we 
thought to save time by leaving both halves. We 
closed the wound in the pregnant half and then made 
a two-inch incision in the right half, thinking it, too, 
might contain a foetus, and scooped out a large amount 
of sympathetic decidua. This wound was closed in the 
manner of the first; that is, first a row of interrupted 
catgut through the muscle and then a continuous lock- 
stitch of catgut through the serosa. The abdominal 


1 Read at the last meetings of the Southern Surgical and Gynecologica) Association, 
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wound was closed without drainage, and she convalesced 
about as a normal labor patient would until the tenth 
day, when she had a short attack of pneumonia. She 
recovered from this in a week, and at the end of three 
weeks from the time of operation went to her home, 
sixty miles away. Three weeks after this, or six weeks 
after the operation, it was reported that she had phlebi- 
tis, and later that she had recovered from the acute 
stage of this. 

While this case is an interesting surgical curiosity, 
the report of it will be chiefly useful in the contempla- 
tion and consideration of the blunders committed in 
the management of it. On account of the extreme 
rarity of such cases, very few surgeons can be familiar 
with the signs of the condition, and a failure to make 
out the true diagnosis must be the rule. 


Even should one be idle enough to think it 
worth while to read anything about pregnancy 
in the bicornute uterus. the chances are he 
would try to forget it as quickly as possible, 
in order to put some information in the place 
of it that he would be more likely to have use 
for in the course of an ordinary lifetime. 

The first blunder was in not suspecting that 
the tumor might be free from the uterine wall 
above where the hand could reach in the vagina. 
Had we suspected this, the knee-chest position 
(which we considered and abandoned) would, in 
all probability, have displaced the tumor, and 
the operation would have been avoided. Even 
though the diagnosis of myoma had been cor- 
rect, the knee-chest posture should have been 
tried, as it was possible to be mistaken in the 
sessile nature of it. 

The next blunder was in not discovering 
the double cervical canal during the examina- 
tions that were made while the patient was in 
labor. It was easily made out two weeks 
afterward. 

That we did not remove one or both halves 
of this uterus was unfortunate, but with a 
large, fat patient, who took the ether badly 
(in that her color was bad, respiration noisy, 
and pulse rapid and alarmingly intermittent 
at times), it seemed best at the time to leave 
it, though probably very little time was saved 
in so doing. 

In all rare conditions, of course the difficulty 
in arriving at the correct diagnosis lies in not 
suspecting it. Should the possibility of the 
existence of this condition occur to one only 
for an instant, the diagnosis would be easy. 
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In conclusion, I have to express the regret 
that I had not read the following very clear 
résumé of all our case featured, in J. Whitridge 
Williams’s text-book, before we had occasion 
to operate. He says: 

“When pregnancy occurs in one horn of 
a bicornute uterus, the other undergoes sym- 
pathetic hypertrophy; and a distinct decidua 
is formed in its cavity. Ordinarily, there is 
no interference with the course of pregnancy, 
and spontaneous labor may be looked for. 
Much more rarely the non-pregnant horn may 
partially fill up the pelvic cavity and give rise 
to serious distocia, similar to that produced 
by tumors of other origin. Nagel mentions 
three cases in which labor could not proceed 
until this structure had been pushed out of 
the pelvic cavity. In two other instances — 
one reported by Lélein, and one observed in the 
out-patient department of the Johns Hopkins 
Hospital and reported by Bettman — the non- 
pregnant horn obstructed the pelvic cavity, 
and gave rise to rupture of the uterus. In 
the latter case the condition was not recognized 
at the time of labor; the child presented by 
the breech, and was extracted with difficulty. 
The woman died thirty-six hours later, from 
a subperitoneal hematoma following incom- 
plete rupture of the uterus, which was clearly 
due to impaction of the non-pregnant horn 
in the pelvis. Werth has reported a case in 
which the non-pregnant horn became retro- 
flexed. 

The diagnosis is usually not made, as in 
the majority of cases spontaneous labor occurs 
at term. Our own patient had given birth to 
eight children without any suspicion of the ex- 
istence of the deformity having arisen. Some- 
times the existence of a double vagina or double 
cervix puts one on the alert. The former 
may occur with a normal uterus, whereas the 
latter condition almost invariably indicates 
the existence of a double, or at least of a 
bicornute, uterus. When there is a single 
cervix, as in uterus bicornis unicollis, the 
condition always escapes observation, unless 
the patient is subjected to examination at an 
early period of pregnancy, and the depres- 
sion between the two halves of the uterus 
gives a clew to the true state of affairs.” 
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CONSIDERATIONS ON SOME MOOTED QUESTIONS PERTAINING TO 
PROSTATECTOMY 


By CHARLES GREENE CUMSTON, M.D., Boston, MAssACHUSETTS 


r A\HE remarks which compose this paper 
may seem perhaps superfluous, but 
there has been, and still is, so much 
discussion relative to certain points in 

prostatectomy, especially the perineal type, 

that it does not seem to be out of place to 
review the question as it stands to-day. 
Going over the recent writings of Allingham, 

Barling, Clarke, Cooke, Deaver, Elsworth, 

Freudenberg, Freyer, Hartmann, Heaton, 

Horwitz, Israel, Lilienthal, Loumeau, Martin, 

MacGowan, Moynihan, Newbolt, Nicolich, 

Pousson, Rebentisch, Richardson, Sheen, 

Stoker, Stretton, Thomas, Thompson, Wallace, 

Wiener, Zuckerkandl, Zum Busch, and others. 

Lochner found that there was a total of 386 

suprapubic prostatectomies, 38 patients dying; 

in other words, representing a mortality of 

9 per cent, while a total of 755 perineal opera- 

tions gave a mortality of 6.47 per cent. This 

showing, as against the mortality reported in 

1902 by Burckhardt, which gave a mortality 

of 20.8 per cent for suprapubic and 12.1 per 

cent for perineal prostatectomy, makes it at 
once evident that the technique of both opera- 
tions has been greatly improved within the 
last four years. Judging from the reports 
coming from various operators and the after- 
history of the cases, it appears to me that the 
urethra may be systematically opened, and 
that no particular effort should be made to 
avoid this. Even if one is desirous of protect- 
ing the canal, as certain German operators 
are, an involuntary rent not infrequently 
occurs, under which circumstances, instead 
of having a clean incision with smooth edges 
and of a given size, there results an irregular 
defect in the canal, which occasionally may 
even be a transversal tear. When the urethra 
is deliberately incised, the incision heals regu- 
larly under appropriate treatment, and a fis- 
tula rarely results. There is no reason, there- 
fore, why urethral incision should not be re- 
sorted to, because it simplifies the operation, 
allows careful exploration of the interior of 


the bladder, — a fact, from my way of think- 
ing,of very great importance, since hypertrophy 
of the prostate is far from infrequently accom- 
panied by calculous formation, and_ besides, 
the urethral opening also allows one to deal 
with cystitis, if this be present, by a proper 
drainage of the organ. 

I believe I may go even so far as to say that 
the entire prostatic urethra can be removed 
when the prostate cannot be properly enucle- 
ated unless this is done, and this assertion I 
base on a number of such instances recorded 
by Freyer, Longfellow, and Squier, where 
no injurious after-results occurred. Theoreti- 
cally, it would seem that incontinence would 
naturally result from the removal of the pros- 
tatic urethra, but in practice it has been proven 
that this is very exceptional. It should be 
recalled that, besides the prostatic sphincter, 
there are several other muscles which may 
take its place. They compress the membra- 
nous urethra as well as the compressor urethra, 
and are termed the sphincter urethra mem- 
branacee. They take their origin principally 
from the deep transverse of the perineum. 

According to Finger, this is normally the 
case, and he claims that when the bladder is 
distended the internal sphincter always opens 
so that the prostatic portion of the urethra 
becomes filled with urine. It is by no means 
necessary to urinate immediately, because the 
bulbo-cavernosus, and finally the entire peri- 
neal muscular structures, intervene. The 
same muscles compress the urethra during the 
ejection of the last few drops of urine. 
In prostatic hypertrophy of long standing, 
however, the sphincter will have probably 
become degenerated, and Socin, who has 
examined a large number of hypertrophied 
prostates, from this standpoint, makes the fol- 
lowing interesting remarks: “‘A very important 
point, which until now has been little observed, 
although this a marked influence upon mic- 
turition in prostatic hypertrophy, is the con- 
dition of the internal sphincier. We have 
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seen that this organic muscle forms a firm 
prismatic ring, directly below the mucous 
membrane of the vesical orifice, which may 
be considered as an integral part of the pros- 
tate. It is clear that the increase in volume 
of the gland must considerably modify the 
mechanical conditions of this muscle as well 
as its functions. After a careful examination 
of a large number of preparations, I have 
come to the following conclusions; namely, 
that in most cases of prostatic hypertrophy, 
the general sphincter has become so involved 
in the neoplasm that its normally hard and 
firm fibers no longer exist in continuity. In 
bilateral hypertrophy, for instance, where the 
enlarged lateral lobes reach above and behind 
to the borders of the urethral orifice and con- 
verted into a thick and often nodular tumor, 
no evidence of any sphincter is to be found. 
Directly below the ordinarily and somewhat 
thickened mucous membrane, one comes upon 
hypertrophic prostatic tissue. On the exter- 


nal aspect of the tumor a few continuous smooth 
muscular fibers may be found, but only the 
posterior segment of the sphincter is preserved, 
stretching in the form of a more or less pro- 


jecting fold between the enlarged lateral lobes.” 

Von Dittel also came to the conclusion 
that in prostatic hypertrophy the internal 
sphincter ceases to functionate. He assumed 
that the middle lobe, while growing, is pushed 
forward between the mucous membrane of the 
urethra and the sphincter in such a way that 
the muscular ring becomes lodged behind the 
lobe. In the commencement of the process 
it may still retain its functions, and is quite 
able to press the prostatic lobe down against 
the urethra, but later on it becomes pushed 
outward so far and so flattened that it is abso- 
lutely useless and can no longer take part in 
closure of the vesical orifice. 

Socin, however, states that in his examina- 
tions he was unable to verify the above hy- 
pothesis. However this may be, it nevertheless 
appears an acquired fact that in prostatic 
hypertrophy the internal sphincter has lost its 
functions, and consequently its use in closing 
the bladder. This explains why removal of 
this muscle is of no importance. Those cases 
in which temporary dribbling of urine has 
occurred after the removal of the prostatic 
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urethra can be accounted for by the fact that 
the external sphincter was also removed, or 
that in these cases the internal sphincter still 
functionated, although so slightly that it did 
not completely control the bladder neck, and 
some time was required to elapse before the 
other groups of muscles became accustomed 
to their new functions. * 

In both techniques of prostatectomy, lacera- 
tion of the ejaculatory ducts cannot be avoided. 
This minor injury, which naturally destroys 
the power of procreation, although potentia 
coeundi is retained, is certainly a disadvantage 
in complete prostatectomy, and should never 
be considered lightly, as compared to partial 
resection. Freyer has pointed out that these 
ducts are uninjured if both lateral lobes can 
be removed separately, but usually they are 
torn or pulled out of the prostate when the 
entire organ is removed, —a matter of slight 
importance at an age when, as a rule, pro- 
creative power has already been lost. 

On the other hand, Young places very great 
value on the preservation of the ducts, and 
he has frequently succeeded in saving them. 
In fifteen of his patients whom he examined 
relative to this point, he found motile sper- 
matozo6n in the ejaculations, and the patients 
stated that their sexual power was retained. 
Squier has reported two cases of prostatec- 
tomy where the ducts were lacerated, but both 
were able to indulge in coitus. Proust believes 
that in perineal prostatectomy destruction of 
the sexual power is the rule, whereas Lilienthal 
found that this power was preserved in a series 
of thirty-one operations. In his method, 
Rydygier endeavors to avoid injury to the ducts, 
and says: “By allowing a strip of the prostate 
to remain on both sides of the urethra one 
may perhaps in a few cases avoid injury to 
the ducts, which are about six millimeters 
distant from it in the middle of the prostate. 
This point is not without importance, particu- 
larly so if an operation is undertaken on younger 
men. ‘This is a question which has not been 
considered in writings on the subject, but it 
certainly deserves to be. It cannot be upheld 
that this point is of small importance, simply 
because the operation is usually performed on 
elderly men, because prostatic hypertrophy, 
with all its symptoms, not infrequently arises 
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in the neighborhood of fifty years of age; and 
who can uphold that men in the vicinity of 
sixty years of age are willing to forego their 
sexual functions? For this reason, at the time 
when castration was not infrequently advised 
for the cure of prostatic hypertrophy, the pa- 
tients — and indeed even the older ones — 
refused their permission to undergo the opera- 
tion. I wish here to refer especially to one 
of my cases in which a careful and extensive 
excochleation was made in a young man for 
prostatic tuberculosis. About one year later 
I received a rather serious complaint from the 
patient, who was in other respects perfectly 
well, that since the operation all sexual desire 
had been absolutely lost, although occasionally 
he indulged in coitus in order to prevent pollu- 
tions, which were very painful, probably on 
account of stricture in the ejaculatory ducts, 
due to cicatricial tissue formation; however, 
intercourse was without gratification. I wish 
that special attention could be paid to this 
unpleasant result of the operation, which will 
be all the more certain to occur, the more 
thoroughly the prostate is removed.” 

Taking all things into consideration, it seems 
to me, however, that cessation of the sexual 
functions is a disadvantage of really small 
importance, but one which should be plainly 
laid before the patient. If a person suffering 
from prostatic hypertrophy is relieved of his 
ills, he should not complain of the above dis- 
advantage, especially since, generally speak- 
ing, potentia coeundi is preserved. In younger 
subjects, that is to say, men between the ages 
of fifty and sixty years, Riedel’s or Rydygier’s 
method may be selected, although the fact 
should never be lost sight of, that, after a few 
years, he may have to submit to a second opera- 
tion on account of a development of the pros- 
tate gland. Naturally, as far as the delicate 
question of sexual power is concerned, the 
individual conditions of the patient should 
always be taken into serious consideration. 

A minor injury, comparatively speaking, 
and one not very dangerous, is the accidental 
opening of the bladder, although this is done 
systematically by some surgeons. The result- 
ing defect can, as a rule, be easily closed, or 
one can leave an opening for a drainage-tube. 
In one case where I injured the bladder, the 


opening closed spontaneously in less than a 
fortnight. 

Accidental tears in the peritoneum are not 
common, although instances have been reported, 
but in order safely to guard against this acci- 
dent some surgeons have recommended that 
the rectum should be inflated or filled with 
water in order to push the peritoneum high 
up. 
The rectum is not infrequently injured in 
perineal prostatectomy, and such injuries heal 
poorly, and usually result in a permanent ure- 
thro or vesico rectal fistula. Sometimes even 
death may result from infection of the bladder 
from the rectum, and it should be remembered 
that these fistula cannot always be closed, 
even by a secondary operation. Injuries to 
the rectum have been reported by Czerny, 
who had two; von Dittel, two; Squier, two; 
Zuckerkandl, three; Marwedel, one; and 
Verhoogen, one. 

Injuries to the rectum can be divided into 
two groups, according to their cause. In the 
first they arise from direct injury during the 
operation, either from the knife, sharp-pointed 
instruments, or perforation during blunt dis- 
section; in the second group the injury makes 
itself known a few days after the operation, 
in the form of an area of necrosis in the rectal 
walls. Necrosis develops either from _pres- 
sure of a blunt instrument used in pulling 
down the rectum, or from nutritive disturbances 
arising in the rectal wall as a result of ligature 
of the vessels. The direct injury which a 
sharp instrument may inflict, if not properly 
handled, usually occurs in the space between 
the bulbous urethra and the rectum, especially 
if the anterior rectal wall bulges forward dur- 
ing the operation. The rectum can also be 
injured if the capsule is perforated during 
enucleation, such a case having been reported 
by Volker from the practice of Czerny. He 
points out that the bleeding vessels at the 
bottom of the wound should have been tied. 
Here, however, I believe is a mistake, for there 
are no vessels of any importance within the 
capsule, so that the latter must have been broken 
through, and the important vessels supplying 
the rectum were the ones probably ligatured. 
In another case, due to the same authority, the 
rectum was by mistake sutured to the urethra. 
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In a third case the prostate had undergone 
malignant degeneration, with extension of the 
process to the rectum, and consequently such 
a mishap could not have been avoided. 

Pressure necrosis occurred in one of Marwe- 
del’s cases from the use of a Sims speculum, the 
same process occurring also in one case reported 
by Verhoogen, and in another recorded by 
von Dittel. A rather peculiar form of pressure 
necrosis arose in one case related by Zucker- 
kandl, it being the result of a silk catheter 
temporarily placed in the urethra. 

The only way of preventing these injuries 
is, probably, for the operator and his assist- 
ants to keep this possibility constantly in mind. 
It is also of great importance to be careful of 
the rectovesical muscle, described by Proust, 
because, after transversal separation of its 
fibers the space between the urethra and _rec- 
tum can easily be enlarged. After this, the 
dull shining anterior surface of the rectum 
can be seen and its injury easily avoided. 
Naturally, damage to the rectum cannot occur 
in suprapubic prostatectomy, and this is one of 
the great advantages of this method; but other- 
wise there is, without doubt, a much greater 


injury to the tissues than in the perineal route, 
made evident from the fact that the mortality 
is three per cent higher in the former oper- 


ation. The urethra is more frequently torn, 
and still more there is a double wound in the 
bladder, plus the abdominal incision. Drain- 
age is also less favorable, and for this reason 
certain operators make a second incision in 
the lower aspect of the bladder, and drain 
from below. It has also been stated that the 
suprapubic wound has a greater tendency to 
reopen than the perineal incision, because the 
former is influenced by the intra-abdominal 
pressure. In spite of this fact, which I esteem 
is more or less problematical, it would seem 
that for certain selected cases where the so- 
called middle lobe is the principal cause of the 
disturbances from its projection into the blad- 
der, enucleation can be accomplished with 
greater ease from above. 

In the small, hard fibromatous prostates, 
enucleation is far more difficult. On the con- 
trary, the removal of large prostates by the 
way of the perineum gives rise to considerable 
difficulty, because, on account of the anatomi- 
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cal relations of the perineum, only a relatively 
small operative space can be made. The peri- 
neal route is more suitable for the small, hard 
types of prostatic hypertrophy. Another 
advantage of the suprapubic route is that when 
profuse hemorrhage occurs the incision can 
always be enlarged, thus attaining access to 
the bleeding-point, whereas by the perineal 
route the control of a deep-seated hemorrhage 
may be exceedingly difficult. And lastly, the 
suprapubic incision is not so readily exposed 
to infection from the rectum as is the perineal 
incision, and upon several occasions patients, 
after a perineal prostatectomy, will fill the 
perineal wound with feces when the bowels 
are moved. However, strange as it may appear, 
infection has never occurred in these cases, 
but its possibility should never be disregarded. 
Naturally, the bowels may be constipated dur- 
ing the first eight or nine days following the 
operation. 

The perineal method has this advantage, 
that in the firm perineal tissues urinary infiltra- 
tion is less apt to arise than in the suprapubic 
operation. 

If the advantages of the perineal method 
are summed up, it will be found that: 1. The 
mortality is less; 2. Only one opening is made 
in the bladder; 3. Drainage is obtained from 
below, and no collection of the urinary secre- 
tion arises in the lower portion of the bladder; 
4. The danger of urinary infiltration is less; 
5. The entire operation can be conducted 
under the guidance of the eye; 6. One can 
remove as much or as little of the gland as 
may be desired. In cases where it is important 
to save the ejaculatory ducts, this may be done. 
On the other hand, the suprapubic route pre- 
sents the following advantages: 1. There is 
no danger of injury to the rectum; 2. Severe 
hemorrhage is easier to control; and 3. The 
technique is much simpler. 

Generally speaking, in cases of elderly men 
having a poor vital resistance, the perineal 
method is more suitable, because it is attended 
by less shock, and it is only when the prostate 
is very large that it is wiser to choose the supra- 
pubic route. 

The recent developments in prostatic sur- 
gery have explained many badly understood 
occurrences, the possibility of which was for- 
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merly not thought of. One of them is, that, 
after removal of the entire prostatic urethra, 
no permanent incontinence follows. A simi- 
larly remarkable experience is, that those blad- 
ders which, as a result of distention for years 
arising from retention, had completely lost 
their tonus and were greatly dilated, recuper- 
ated their normal functions after removal of 
the obstacle, and the residual urine disappeared 
to a great extent, if not entirely. The possi- 
bility of such recoveries was disputed by many 
eminent surgeons, but generally only from 
theoretical standpoints. In the first place, 
Guyon, basing himself on his theory of the 
etiology of prostatic hypertrophy, believes 
that there is an absolute impossibility of obtain- 
ing a radical cure. According to his way of 
thinking, the disturbances of micturition are 
merely symptoms of a general sclerosis of the 
uropoietic system. He believed that it was 
absolutely impossible to remove the lateral 
lobes, and even if this could be accomplished, 
the bladder, which had been distended for some 
length of time, could never regain its anatomi- 
cal and functional integrity, because the histo- 
logical lesions of the muscular structures and 
mucosa do not subside, and the renal paren- 
chyma especially is permanently altered, so 
that these pathological changes have become 
irreparable, especially as they have been pres- 
ent since the commencement of the affection. 
Therefore this eminent surgeon came to the 
very erroneous conclusion that radical treat- 
ment of prostatic hypertrophy does not and 
cannot exist. Other surgeons, prejudiced by 
Guyon’s theory, have expressed similar doubts, 
and, some years ago, Sir Henry Thompson 
pointed out that if catheterization had been 
regularly practised for one or two years on 
account of retention arising from prostatic 
hypertrophy, the vesical walls would lose their 
power and be unable to regain it after such 
a long period, and would not, therefore, be 
able to expel the urine, even if the obstruction 
was entirely removed. He also said that there 
was good reason to assume that no operation 
could ever replace the status quo, because one 
is unable to give back the expulsive power to 
a bladder after this power has ceased to exist 
for any length of time. Riedel upholds the 
same opinion, and says that if the bladder is 
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degenerated from the presence of a stenosis 
occurring in the prostatic urethra, the patient 
no longer feels that his bladder is full, so that 
diminishing the size of the prostate would be 
of little use. The patient will still have resid- 
ual urine, although he may be able to urinate, 
and for this reason the catheter must still be 
resorted to. Tillmann holds a similar theory, 
and points out that the benefit accruing from 
the radical operation appears to him just as 
questionable as it has to Socin, Guyon, Viquard, 
and Giiterbock. In the majority of cases he 
believes that the anatomical and functional 
disturbances of the bladder, resulting from 
hypertrophy of the prostate, cannot be per- 
manently removed by extirpation of the gland. 
Similar doubts were formerly expressed by 
Burckhardt and Harrison. On the other 
hand, McGill has termed the opinion of Sir 
Henry Thompson a fallacy, based on a false 
hypothesis, while Freyer, basing his remarks 
on one hundred and seventy prostatectomies, 
points out that one of the noticeable results 
of this operation is the complete restoration 
of the power of voluntary micturition after 
regular catheterization has been done for a 
long time. He also says, the various opinions 
which were based upon purely theoretical 
principles have fortunately been proven to be 
entirely wrong, for not only have hypertrophied 
prostates been removed in long standing cases, 
but the expulsive power of the bladder was 
entirely restored after this power had been 
wholly lost for a period varying between a few 
months to twenty-four years. Hartmann has 
had the same experience in thirty-one opera- 
tions of complete enucleation of the prostate, 
and believes that the bladder insufficiency is 
no contraindication to the operation, because 
in all his cases its functions were completely 
restored. Barling has observed complete 
restoration of bladder functions in his cases 
operated on by the suprapubic method. 
Freudenberg also has obtained the complete 
return of the vesical functions by Bottini’s 
operation, while Buckston Browne has related 
the case of a patient from whom he removed 
the prostate after twenty years of catheter life, 
and where a complete return of the bladder 
functions occurred. It is hardly necessary 
for me to refer to the overwhelmingly brilliant 
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results of Young, Watson, Goodfellow, Lilien- 
thal, and many other operators in this country, 
simply because their writings are so well known. 
Therefore, after all these fortunate clinical 
experiences, no hesitation is permissible in 
resorting to a radical operation in those cases 
where there is bladder insufficiency. 

It is more difficult to decide whether or not 
renal lesions are a contraindication to pros- 
tatectomy, but it would seem to me that, with- 
out a doubt, the freeing of the entire uropoietic 
system by removal of the obstruction by pros- 
tatectomy must of necessity have an excellent 
influence over renal activity. When the pa- 
tient survives the operation, the whole organ- 
ism will become stronger, perhaps resulting 
in a considerable lease of life to the patient, 
on account of the improvement in his general 
condition, the disappearance of the cystitis 
and incontinence, the restful nights, and the 
increase in appetite. I believe that most sur- 
geons do not consider renal lesions as a con- 
traindication, because it is very evident that 
one will not undertake an interference on a 
patient presenting evidences of the last changes 
of renal disease. However, if the renal lesions 


have run a very chronic course, it would in 
many cases be quite worth while at least to 
relieve them of the painful occurrences accru- 
ing from hypertrophy of the prostate, thus 
making the remainder of life more bearable. 
The same is practically quite as true for 


diabetes. If prostatectomy is performed, pref- 
erably by the perineal method, under spinal 
anesthesia, there is no reason why these pa- 
tients should die. Freyer has reported a case 
of a diabetic operated on with good results, 
while Willy Meyer believes that diabetes is a 
contraindicaion. It should be recalled that 
diabetics suffer considerably from incontinence, 
on account of polyuria, and therefore they 
must be frequently catheterized, from which 
arises much greater danger of infection. 
Naturally, operative interference can be con- 
sidered only in patients who may be expected 
to live for some time. 

In closing these rambling remarks, I should 
like to refer briefly to the question of cases of 
malignant disease of the prostate, and con- 
sider whether or not they can be cured by a 
radical operation. By carefully going over 
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the literature I have been unable to find a 
report of any case where the life of the patient 
was prolonged more than one year after re- 
moval of the prostate, or where a more exten- 
sive operation had been done. The reason 
for this is, simply, because the nature of the 
disease has rarely been diagnosed in time, 
because malignant growths of the prostate 
produce metastases very early in their pro- 
gress, and in many instances the patient con- 
sults his physician on account of the symp- 
toms produced by the metastases, such as pain 
in the bones or constipation. Furthermore, 
the diagnosis is rendered more difficult, be- 
cause in its commencement carcinoma of the 
prostate often takes on the characteristics of 
simple prostatic hypertrophy. 

The affection in most cases begins with pain- 
ful micturition, and later on blood is sometimes 
found in the urine. Lancinating pains are 
present in the back and thigh, and at length 
become unbearable. An important symptom, 
one upon which Wolff lays great stress, is, that 
the passage of the catheter is extremely pain- 
ful in malignant prostatic disease, and, contrary 
to the case of those suffering from a simple 
prostatic hypertrophy, the patients cannot 
bear the presence of a permanent catheter. 
Pressure of the prostate by the finger in the 
rectum shows that the organ is more tender 
than in benign hypertrophy, is usually larger 
and harder, and not infrequently nodular. 
Besides, obstruction of the bowels is not infre- 
quent in carcinoma of the prostate, the con- 
dition even going as far as ileus. Enlarge- 
ment of the lymphatic glands in the inguinal 
region is not always present, but that of those 
in the pelvis is common. 

From all this it becomes evident that in 
reality the diagnosis of malignant disease of 
the prostate is not such a difficult matter, 
especially from the fact that cachexia is an 
early symptom, but successful surgical treat- 
ment is generally hindered, because metasta- 
ses are practically always found at the opera- 
tion. 

The favorite localizations for metastases 
are the skeleton, most frequently in the lum- 
bar region of the spine, femur, and pelvic bones, 
and later on, in the skull. Of the internal 
viscera, the liver and pleura appear most fre- 
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quently affected, and Wolff found that out of 
64 cases, bone metastases occurred 12 times, 
hepatic metastases 6 times, and pleural met- 
astases 6 times. In only 13 of the 64 cases 
were metastases absent. Engelbach states 
that the metastases are almost constant, and 
found them present in 86 per cent of all cases. 
Pasteau found metastases in 85 per cent of 71 
instances of prostatectomy for malignant dis- 
ease. 

From all this it would appear that in the 
vast majority of cases a radical operation gives 
a poor chance, as is made evident by the prog- 
nosis of the affection, and the recent advances 
of prostatic surgery cannot, I believe, change 
matters. Perhaps, however, some cases might 
be diagnosed in time if in every instance of 
prostatic hypertrophy the surgeon examined 
the case carefully from this point of view. 

Carcinoma of the prostate is not what might 
be called rare. Heimann, in a material of 
over twenty thousand cases of carcinoma com- 
ing to the Prussian hospitals, found that only 
4 per cent of all males suffering from cancer 
had the prostate affected. On the other hand, 
Albarran found that among too cases of 
prostatic subjects, 14 of them presented car- 
cinoma; while Czerny, out of a total of 143 
patients who were treated for prostatic symp- 
toms, carcinoma of the gland occurred in 18. 
Kiimmel found carcinoma of the organ 4 times 
out of 114 cases; while Greene and Brooks, 
out of a total of 58 cases of prostatic hyper- 
trophy, found malignant degeneration of the 
gland in 3. I would also add that carcinoma 
of the prostate was met with once out of a 
total of 19 operative cases byCzerny; 3 times 
out of 170 operations by Freyer; once out of 
a total of 25 cases by Rafin; once in 13 opera- 
tions by Thomas; and twice out of 11 inter- 
ferences by Barling. Of these cases, only 
one was diagnosed beforehand, and this was 
done by Czerny, but Freyer suspected the con- 
dition in one of his; all of them died. 

Although prostatectomy usually fails, and 
possibly does more harm than good, it never- 
theless may perhaps offer a field in which pallia- 
tive operations may give good results, in so 
far as they may at least relieve the suffering 
due to retention of urine. The Bottini opera- 
tion has been recommended by Fiirstenheim in 


cases where a carcinomatous prostate obstructs 
the outlet of the bladder. This advice I con- 
sider illogical, because a wound made in carci- 
nomatous tissue results in more rapid degenera- 
tion and softening, and I believe that here the 
suprapubic method offers the greatest chance 
of success. This may be done by the ordinary 
technique, or by forming an opening, as is done 
in Witzel’s gastrostomy. Perineal urethrot- 
omy with drainage would in all probability 
be less serviceable, on account of the pain re- 
sulting from the pressure of the drainage-tube. 

In these inoperable cases the X-ray might 
be resorted to, although so far startling results 
have not been obtained. Carabelli applied 
the rays in two cases of benign prostatic hyper- 
trophy by throwing them over the perineum, 
and he claims that in one patient there was 
improvement in micturition. Similar experi- 
ments have been undertaken by Moskowicz 
and Stegmann, and they believe that they 
obtained a decided improvement on the hyper- 
trophic glandular tissue. They constructed 
a special tube, which was inserted into the 
rectum, making an application for about fif- 
teen minutes once in every two or three weeks, 
with 20 volts 3 amperes. It seems doubtful, 
however, whether any material results are 
gained, but there is no reason why further trial 
should not be made. 

Malignant neoplasms of the prostate are 
probably the only contraindications for pros- 
tatectomy, while in other diseases of the gland 
the contraindications are merely the same as 
for any other operative interference. Now, 
while surgeons agree as to the contraindica- 
tions, opinions still differ as to the indications 
for prostatectomy. Willy Meyer goes so far 
as to wish to prevent self-catheterization, but 
I believe that just at this point of view one 
must individualize, and estimate whether or 
not one is exposing the patient to a greater 
danger by operation, or by placing the catheter 
in his hands. The intelligence of the patient 
and his social condition play a most important 
part. An intelligent, clean patient, who lives 
in good circumstances, and who no longer needs 
to live an active business life, will be able to 
lead a most bearable life with the simple use 
of the catheter. Of course, the limitations in 
the mode of living and diet which must always 
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be advised a prostatic are extremely annoying, 
and are often painfully realized by these pa- 
tients, but these alone do not justify exposing 
a patient to the danger of an operation, which, 


in spite of the brilliant results obtained at the 


present time, is still a critical matter. 

The question entirely changes in people 
in the lower walks of life. Generally speak- 
ing, they have little intelligence, and it is 
quite impossible for them to catheterize them- 
selves for years without the development of a 
cystitis, with all its troublesome and dangerous 
symptoms. In these patients the danger of 
catheter life is greater than operation. Herrik 
comes to perhaps a too pessimistic conclusion ; 
namely, that the average duration of catheter 
life is only from two to six years, with few 
exceptions. From practical experience, how- 
ever, | am certain that life may be prolonged 
comfortably for a much longer period than 
this. 

To sum up, it may be said that all patients 
should be operated on, where an absolutely 
aseptic catheterization for any length of time 
is not possible. To this class belong those 
who cannot carry out catheterization them- 
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selves on account of senile tremor, blindness, 
or some similar infirmity. There is also that 
large group in which catheterization is neces- 
sary often, or is associated with pain or hem- 
orrhage, or is rendered difficult by false pas- 
sages, and so forth. In all instances where 
vesical calculi are present at the same time, 
and result from the hypertrophy, operation 
should be done, otherwise recurrences of the 
calculi will take place, and it may be said that 
prostatectomy is no more dangerous than lithot- 
rity under these circumstances. Finally, all 
patients who have cystitis should be operated 
on, and last, but not least, all those in whom 
there is the slightest suspicion of malignancy, 
and where the disease is apparently in its early 
stages, should be radically treated. Perhaps 
the ever-advancing development of surgery 
will make prostatectomy such a safe operation 
that the scope of its indications may be en- 
larged, but in the mean while the excellent 
work being done will be injured if surgeons 
persist in persuading patients, who can live 
comfortably for many years with a catheter 
life, to undergo an operation the good results 
of which cannot always be guaranteed. 


THE OPERATION OF CHOICE IN CHRONIC OBSTRUCTION OF THE 


INTESTINE DUE 


TO MALIGNANT 


STRICTURE ' 
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Surgeon to the Pittsburg Hospital; Assistant to the Chair of Surgery, Western University of Penns ‘Ilvania; Director of Magee Pathological 
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HAT patients afflicted with malignant 
disease are poor surgical risks is a 
fact conceded by all operators of ex- 
perience. But little is known as to 

the exact cause of the cachexia produced by 
this disease; but, be that what it may, we 
have learned that in a given operation patients 
with carcinoma or sarcoma will show a higher 
operative mortality than those with benign 
disease. In other words, their resisting power 
is distinctly less; a condition brought about 
by the same factors that produce the cachexia. 
This is well shown by the larger percentage 


of stitch abscesses in patients with malignant 
disease, notwithstanding the fact that the 
identical technique be employed as is cus- 
tomary in ordinary cases. 

In view of this fact, it is desirable that such 
patients be subjected to as little operative 
manipulation as is consistent with a thorough 


removal of the disease. In the abdomen, 
much manipulation of organs so intimately 
connected with and abundantly supplied by 
the sympathetic nervous system produces 
shock in a marked degree, from which these 
patients frequently lack the resistance to 


1Eprror’s Note. — This contribution was received and accepted by the Editorial Committee before the publication of the articles of similar 


nature published in the June and August numbers. 
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recover. In addition, the unavoidable infec- 
tion (for, strictly speaking, there is no such 
thing as an aseptic operation) adds to the 
load which, with their low resisting power, 
they are obliged to carry to recovery. 

In intestinal obstruction produced by malig- 
nant neoplasm we encounter one of the most 
serious problems in all surgery. The removal 
of the tumor opens the intestinal canal, and 
the risk of infection adds still greater dangers 
to those previously pointed out. If by careful 
technique we are able to avoid serious infection 
from the lumen of the intestine at the time 
of operation, many will still succumb to peri- 
tonitis. Statistics show a mortality of from 
thirty per cent to fifty per cent for the common 
methods of excision and anastomosis, due, as 
Mikulicz pointed out, ‘to the secondary 
changes which take place in the intestinal walls 
under the influence of carcinomatous stenosis. 
The gut is dilated, its nutrition impaired, and 
its muscular wall is insufficient; consequently, 
after the operation we are apt to have com- 
plete atony of the intestine, the contents are 
arrested at the site of the suture, the suture 
yields, and peritonitis results.” Moynihan 


says: “There are few rules so binding upon 


the surgeon as that which prohibits the resec- 
tion of growths and end-to-end anastomosis 
of the large intestine in cases of acute obstruc- 
tion,” and gives as reasons, the disparity in 
the size of the bowel above and below the 
obstruction, the infection and ulceration of 
the mucosa on the proximal side, and the 
certainty of mischance when such unhealthy 
material is sutured. Primary suture of the 
small intestine for the same condition gives 
results almost as bad, for similar reasons. 
Lateral anastomosis after resection and closure 
of the ends of the bowel is preferable to end- 
to-end anastomosis, in the opinion of many 
surgeons, but the mortality is still very high. 
To Mikulicz the profession, and the world 
in general, owes a debt of gratitude for intro- 
ducing an operation for malignant stricture 
of the intestine that in his hands gave a mor- 
tality of almost nothing.’ Before him, Bloch 
(1892) and Allingham and Edwards ad- 
1 American Surgical Association, 1903. Twenty-four cases. Four 
died; one, eleven wecks after, of embo'ism of lung; one in one week, of 


pneumonia; one in six weeks, general carcinomatosis; one in two days, 
from peritonitis, due to rupture of gut during enucleation. 
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vocated similar procedures, but failed to give 
them the prominence they deserved. Paul, 
in 1895, described an operation which em- 
braced many of the points essential to secure 
good results. 

The operation of Mikulicz is done in two 
stages, and was described by him as follows: 
“The primary incision, the enucleation of the 
tumor, the removal of the lymphatic glands, 
in short, the entire operation,—- is performed 
exactly as when one operation only is done. 
If, now, the tumor has been free and com 
pletely enucleated, it is drawn out of the wound, 
the loop of the gut is stitched to the parietal 
peritoneum with sutures including only the 
serous coat, and the abdominal wound is 
closed, leaving only room enough for the loop 
of gut. Now, only after the abdominal cavity 
is completely closed, the tumor is excised, and 
an artificial anus is established, which is closed 
in two to four weeks, according to the usual 
methods.” 

Paul ligates tightly a glass intestinal drainage 
tube into the bowel above and below the tumor, 
and then cuts away the affected part after deal 
ing with the bowel previously, much as Mikulicz 
does. 

Moynihan delays removal of the tumor 
after securing it outside of the peritoneum 
for 12, 18, or 24 hours, or longer if possible, 

a distinct advantage over the original method 
of Mikulicz. 

Before his lamented death, Mikulicz im 
proved the technique of his operation greatly. 
The results should be still better, though it 
would be difficult to improve upon his former 
statistics. What might be termed his_per- 
fected procedure is as follows: 

The tumor is delivered and the gut clamped 
in two places, one half-inch apart, with rubber 
bladed clamps on each side of the growth. 
The gut is then cut through between the 
clamps on either side of the tumor, and the 
growth removed from the mesentery, clamp- 
ing the blood-vessels and ligating with catgut. 
The two ends of the intestine are then placed 
side by side, and the peritoneal coat sutured 
with two rows of linen for a distance of about 
three inches, leaving a space of about one inch 
between the rows. The rubber-bladed clamps 
on the ends of the bowel are then replaced by 
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ordinary metal clamps and placed in position 
in the wound. They are held there by pass- 
ing two of the silkworm-gut closing sutures 
through the wall of the bowel. The clamps 
are removed from 12 to 24 hours later. In 
from two to four weeks the septum is bit out 
by introducing the blade of an ordinary metal 
clamp into each arm of the bowel, thus re- 
establishing the fecal current. 

I desire to report a case of carcinomatous 
stricture of the large intestine, referred by Dr. 
J. D. Heard, which terminated fatally. 


Mrs. L., aged 72, admitted to the Pittsburg Hospital 
the evening of February 5, 1906, with a history of 
gradually increasing difficulty in securing an evacua- 
tion of the bowels. There had been no movement 
for a number of days prior to admission, and fecal 
vomiting had begun. When admitted, she was greatly 
distended, pulse 142, temperature 97, while the urine 
showed considerable albumin —a poor surgical risk 
indeed! The abdomen was opened in the median line 
the following morning and a tight ring-like stricture 
of the large intestine delivered through the wound. 
By reason of the critical condition of the patient, it 
had been decided before operation to do as little as 
possible with the greatest speed. The parietal perito- 
neum was stitched to the bowel with fine linen and the 
ends of the incision closed close about the two limbs 
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of the bowel. The protruding bowel and tumor were 
covered with sterile gauze, moist with a warm satu- 
rated solution of boracic acid, and rubber dam. Pulse 
after operation, 150; temperature normal. The morn- 
ing following operation, pulse 134, temperature normal. 
No fecal vomiting since admission, when everything 
by mouth was stopped. The condition of the patient 
was so good, compared with what it had been, that 
it was decided to postpone the further procedure until 
the following morning. She failed rapidly, however, 
during the early hours of the next morning, and died. 
It was the intention to cut away the tumor with the 
cautery and leave both ends of the bowel open, and 
after the lapse of two or three weeks to bite out the 
septum with a clamp. Possibiy I should not have 
waited 48 hours after the primary operation before 
opening the bowel, but the relatively better condition 
of the patient seemed to justify such a course. 


In conclusion, I would urge the value of 
extraperitoneal inclusion of malignant stricture 
of the intestine to be dealt with subsequently, 
according to some of the methods that have 
been pointed out, especially the improved opera- 
tion of Mikulicz, for the following reasons: 
1. The rapidity with which the primary opera- 
tion can be carried out; 2. The slight risk of 
infection; 3. The elimination of the danger of 
suture of diseased tissue; and 4. The low mor- 
tality. 


A CASE OF ENORMOUS ELEPHANTIASIS OF BOTH LEGS SURGICALLY 
TREATED ' 


By PHILIP F. 


LEPHANTIASIS is not such a common 
disease in this country as to merit fre- 
—4 quent discussion in medical societies, 
but the occasion for this paper is the 
opportunity to present a case not only most 
unusual from a pathological standpoint, but 
interesting on account of the treatment to 
which the patient has been subjected. 

The term “elephantiasis” does not imply 
either an etiological or a pathological entity, 
but is applied rather loosely to almost any con- 
dition of the body which can be best described 
by the adjective ‘“clephantine.”” Thus we have, 
under this head, lymph scrotum or penis; 
giant finger, or toe, hand, or foot; lymphoedema 
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of arm or leg not infrequently following oper- 


ations in axilla or groin; elephantiasis gre- 
corum, which is nothing more than leprosy; 
elephantiasis arabum, the true “elephant leg,” 
first described by the Arabian writers; mollus- 
cum fibrosum, when involving considerable 
areas, and even some vascular overgrowths in 
skin and subcutaneous tissues which Virchow 
calls angio-elephantiasis. 

Restricting the name, however, to the most 
usual form, elephantiasis arabum, we have a 
disease found rather commonly in tropical and 
in subtropical regions, in the Mediterranean 
countries, India, Arabia, west coast of Africa, 
the East and West Indies, and the South Sea 


1 Read before the Milwaukee Medical Society, June 12, 1906. 
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Islands, and sporadically in nearly all parts of 
the world. 

The etiology has been, and is still, somewhat 
obscure, but one factor is generally agreed upon 
by writers as bearing a directly causal relation 
to the disease, and that is, an impeded lymph 
circulation. The causes behind this factor are 
numerous. Thus we may have lymph stasis 
in leg or scrotum following repeated attacks of 
cellulitis, lymphangitis, inguinal adenitis, or 
due to cicatrices extensively involving lymph- 
channels, or to pressure upon them by neo- 
plasms. Some years ago, Manson and Lewis 
made careful investigation into the relation of 
filaria to the disease and furnished some very 
interesting dala. The filaria embryos have 
been demonstrated in the stomach of mos- 
quitoes, and the latter, as in the case of 
yellow fever and malaria, are regarded as the 
intermediate hosts of the parasites. The in- 


vestigators concluded that the embryos kill 
the mosquitoes, which, dying, fall into the 
water, the embryos are liberated, grow to sex- 
ual maturity, are ingested with the water by 
man, migrate through stomach and intestinal 
walls, and swarm in the lymph spaces and 


vessels in such numbers as to occlude them and 
cause the stasis which is the essential factor 
in elephantiasis arabum. In size these em- 
bryos are about the width of a red-blood cell 
and .2 to .5 mm. long, while the adult worms, 
which are found only in the larger lymph- 
channels, are 30 to 4omm. long. ‘The embryos 
are also in the general blood stream, in some 
cases only in the daytime (Filaria diurna), in 
others only at night (Filaria nocturna), while 
in still others they may be found at any time 
(Filaria perstans). Certainly, however, very 
many cases do not show the presence of filaria 
at all, and it is doubtful if they play an important 
role in the production of the disease. 


The patient is a Russian Jewess from near Kief, in 
southwestern Russia, where neither she nor her family 
ever heard of a similar case. She came to the United 
States at the age of 25. Family history negative. The 
trouble began with a gradual thickening of the right 
foot at about 12 years of age, and progressed slowly, 
extending up to the knee by the time she was married, 
at 22. Eight days after she was married, thickening of 
the skin of the left foot was noticed, and from that time 
on progress was rapid in both legs, the extreme develop- 
ments shown in the photographs being reached by the 


time she was 26, when I first saw her. At that time her 
condition was deplorable. But five feet tall, she weighed 
248 pounds; her thighs measured 38 and 39 inches in 
circumference, calves 29 and 31 inches, and ankles 29 
inches. Her chest girth above the breast was but 32 
inches, and the entire upper part of her body was thin 
and scrawny. The process ended abruptly at the sub- 
gluteal fold, but the lower part of the abdominal wall 
was thickened and pendulous, and on the right side, 
over Poupart’s ligament, showed several dilated and 
tortuous lymph-vessels like welts upon the skin. 

Repeated blood examinations by day and night failed 
to show any filaria, and a peculiar point in the etiology 
of this case is the fact that attacks of a mild erysipelatous 
inflammation in the legs regularly accompanied the 
menses during the earlier years of the disease, and still 
occur at irregular intervals. 

The surface appearances—enormous compact masses 
of thickened skin, boggy above the knees, hard and 
gristly below, with rough, warty surfaces and deep crev- 
ices — are well shown by the pictures. Below the 
knees, especially about the ankle regions, a weeping 
eczema was constantly present, and decomposing secre- 
tions in the crevices produced a most unpleasant odor. 
When operation was suggested as a possible means of 
relief, she readily consented, although it must be con- 
fessed I was very doubtful myself of the success of 
such an undertaking. She quite insisted on the experi- 
ment, however, and in October, 1909, the first attempt 
was made. An excision of one of the big thigh masses 
was begun, and a deep cut about twelve inches long 
was made into the base of it, but was immediately 
sewed up again, as the tissue appeared so poorly nour- 
ished that it was feared healing would not take place. 
Union, however, was prompt and primary, and all 
stitches were removed in four days. Emboldened by 
this fact, an extensive operation was done one year 
later, and the huge mass on the inner side of the left 
thigh was removed. Two weeks afterward the great 
growth on the upper part of the right thigh was oper- 
ated on, and on leaving the hospital the thigh circum- 
ferences were reduced to 24 inches. 

Three months later, January, 1902, two more opera- 
tions were done, this time below the knees, and in the 
following winter she wanted still more trimming, and 
at one time no fewer than /en large segments were re- 
moved. This nearly finished the patient, as she suffered 
severe shock from prolonged anesthesia and loss of 
blood. She finally rallied, however, and made a good 
recovery, although skin-grafting was necessary to cover 
in some of the defects. 


As to the pathology. On incising the tissue, 
there is a crackling sound, due to sudden loosen- 
ing of innumerable small bands of connective 
tissue, which have been stretched to the limit 
by the oedema. The greatly dilated blood- 
channels (chiefly venous) and lymph-spaces 
are shown by the gush of blood and lymph 
which follows every stroke of the knife. 
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Kaposi says that even the muscles and bones 
may be involved, the former losing all semblance 
to muscular tissue, and the latter being thick- 
ened, sclerosed, and smooth, or studded with 
osteophytes, occasionally eroded here and there, 
thinned, necrotic, or carious. The muscles 
in this case, however, which have been several 
times exposed in the course of the operative 
procedures, appear perfectly normal, and there 
is no reason for believing the bones to be 
affected. 

A microscopic preparation taken from the 
skin in the thickest and hardest region shows 
actual thinning of the epidermis, with widely 


Before operations. 


separated, small, and shallow epithelial in- 
dippings, but the greatly thickened corium is 
at once apparent, as are also its innumerable 
smaller and larger lymph clefts and spaces 


and blood-vessels. Many and extensive areas 
of round-cell infiltration, absence of hair- 
follicles, wide separation of poorly developed 
sweat-glands, and almost entire absence of 
adipose tissue are also noticed. 

An operation technique had to be developed, 
as at the time the work was undertaken I was 
unable to find any precedent for it. In prepa- 
ration the patient was put to bed with legs 
elevated, a full week in advance of the operation, 
to promote depletion of the parts and facilitate 


efforts at thorough cleansing. After several 
days, the tension and gristly hardness were so 
far reduced that by the use of tub-baths, with 
repeated vigorous applications of soap and stiff 
brush followed by bichloride dressings, a fair 
degree of asepsis was obtained, and serious in- 
fection did not occur after any of the operations. 
The aim at first was simply to remove large 
wedge-shaped pieces with long axes parallel 
to the bones, close the defects, and thus reduce 
circumferences. But, in one of the later oper- 
ations below the knee, numerous excisions were 
made at right angles to the bones, with the idea 
of interrupting the big blood and lymph channels 


Note scrawny condition of upper parts of body. 


so as to diminish hydrostatic pressure, and cut 
off excessive nutrition to the parts. The latter 
proved the more effective method, and the 
results have been more lasting in the leg treated 
in this way. Excision was made in every in- 
stance down to the deep fascia, and once or 
twice this, also, was cut away, leaving the muscle 
exposed. In the first operations, extensive 
undermining of the edges was done, but it was 
then found difficult to secure complete obliter- 
ation of the ‘‘dead space,” and whenever a dead 
space was left, copious discharge of serum (and 
once of pus) occurred, delaying complete heal- 
ing for some time. When the walls of the 
wound were left perpendicular or slightly sloping 
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toward each other, and stout sutures were passed 
completely beneath the floor from side to side, 
perfect coaptation was secured, and healing was 
always primary, and firm in four or five days. 

The width of the segments removed was 
gauged by the density of the part attacked, and 
was made as great as possible, consistent with 
perfect coaptation. Wounds closed under high- 
tension suturing were found after a few hours to 
be soft and flaccid. On one occasion, when 
several parallel segments were removed at once, 
it was found impossible to close one of the 
defects, so it was left wide open, and when, to 
my surprise, a healthy granulating surface de- 
veloped, it was covered with grafts from an 
amputated leg, and they grew nicely. Dress- 
ings in the form of large hot boric compresses 
covered with gutta-percha and cotton were 
always used, and changed several times daily. 
They absorbed quickly the serum that oozed 
during the first twenty-four hours, and added 
greatly to the comfort of the patient. Stitches 
were removed in from four to six days. 

It is now two and a half years since the last 
operations were performed, so that sufficient 
time has elapsed to permit the formation of an 
opinion as to the value of the results obtained, 
and as to the prospects for the future. The 
photographs show very well the ‘before and 
after” status, but it is only fair to say that those 
showing the results were taken within a few 
weeks after the operations were performed, 
and that, at present, conditions are not as good 
as they were then. However, there is still a 
net reduction in all the leg circumferences of 
10 to 12 inches; the upper part of the body, 
as shown in the picture, has fleshed up splen- 
didly, and the woman is in a fine state of health, 
and is able to do considerable walking and 
work. During the past year she has had several 
pretty severe attacks of cellulitis, and the pachy- 
dermia has increased somewhat. Also, the 
very troublesome eczema, which was entirely 
absent for a long time after the operations, has 
in some measure returned, and she is now clam- 
oring for more operations. It is my intention 
to grant her request, and I see no reason why, 
with an occasional resort to the knife, she may 
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After several operations. Note fleshed-up conditions 
of trunk and arms. 


not be kept “trimmed down” and get along 
indefinitely with a fair degree of comfort, even 
if the process is not finally and completely 
checked. 

In a very interesting paper on his visit to 
the Tahiti Islands, published in the Journal oj 
the American Medical Association, April 9, 
1904, Senn describes work of this kind which 
had been done upon the natives by a French 
surgeon named Lemoine, but the results in that 
tropical climate do not seem to have been very 
satisfactory. 

Since the completion of this paper, the pa- 
tient has undergone two additional operations, 
one on each thigh, and their circumferences 
have been still further substantially reduced. 
The operations were two weeks apart, and heal- 
ing was very prompt after each, in spite of the 
fact that there was considerable stitch infection 
following one of them. 

This makes, in all, ten operations that have 
been done so far, and, as the patient remarked 
to me the other day, she feels the improvement 
in her condition after each one of them. 





SURGERY, GYNECOLOGY AND OBSTETRICS 


REPORT OF A CASE OF A LITHOPASDION 


By S. C. BEEDE, DaAvip City, NEBRASKA 


RS. H. H. S., aged 50, came of healthy ances- 
tors, and has always been of active habits 
and of an energetic nature. Excepting ma- 
larial fever at 18, she has been healthy in 

every respect but that embraced in this report. She 
was married at 19, but has never borne any children. 
She began menstruating at 12, and had her last period 
in July, 1905. Her periods were always painful, scanty, 
and of short duration. 

I saw her professionally for the first time on January 
1, 19¢6. She was suffering marked abdominal pain, 
most severe in the lumbar and inguinal regions. She 
was vomiting, had a rapid pulse, a normal temperature, 
and was perspiring slightly. The whole abdomen was 
tympanitic and tender. The bowels had not moved 
for two days, previous to which time she had been con- 
stipated and had taken some proprietary pills that had 
produced a violent catharsis. She informed me that 
she had been subject for years to similar attacks, but 
never any so severe as this one. Some gastric sedatives 
and carminative enemata were ordered. 

The next morning vomiting had ceased, but pain and 
soreness were rather worse. The fluid that had been 
injected into the rectum was returning in small quanti- 
ties, frequently, with much straining. She still had no 
fever, but was perspiring freely. The tympany was 
somewhat greater and the abdominal muscles tense 

Upon vaginal examination, the uterus could be out- 
lined in the anterior portion of the pelvis to the right of 
the median line. Behind it, to the left, and extending 
in the cul-de-sac below the level of the cervix, was a 
smooth, hard, round mass which appeared continuous 
with the posterior portion of the uterus. Owing to the 
abdominal distention and muscular rigidity, the upper 
limits of the tumor could not be palpated. The mass 
was crowded down into the pelvis, and seemed to fill 
it completely. The vaginal walls were swollen and 
livid, and general pelvic tenderness was marked. The 
diagnosis of fibromyoma seemed so plausible that it 
Was not questioned. 

By evening the temperature had risen to too°, and 
by the next morning, January 3d, to ror°. The symp- 
toms not abating, and danger arising from intlam- 
mation and degeneration of the mass, I was impelled to 
accede at once to the urgent desire of the patient to be 
rid of the growth which had caused her so much trouble. 
Accordingly, she was immediately removed to the hospi- 
tal for operation. 

Upon opening the abdomen the nature of the growth 
became readily apparent. The flinty hardness and 
irregularity of surface revealed like a flash the fact that 
L had encountered a lithopedion. Without any diffi- 
culty, except that of disengaging it from the pelvis, into 
which it was molded like a plaster cast, the growth was 
removed. The adhesions to surrounding parts were 
slight, and required no ligatures, except at the two pedi- 
cles which corresponded to the Fallopian tube at the 


right and the ovarian vessels at the left. The sac was 
distinct, but nearly transparent, thin, and friable. It 
was ruptured in the removal of the mass. 

The foetus had developed to somewhat beyond the 
fifth month, and both it and the placenta were rendered 
hard and brittle by the deposit of earthy salts. The 
foetal head lay low down in the Douglas pouch, and 
through the swollen vaginal walls presented to the ex- 
amining finger the precise sensation produced by a 
subperitoneal fibroid in that situation. 

After the patient’s recovery, which was rapid 
and without incident, she was able to recall 
several important facts in her history, which, 
had they been elicited at the time of my first 
visit, would have prevented the error in diag- 
nosis. Dr. James Wood of Schuyler, who had 
visited the patient twice in 1887, wrote me an 
excellent letter upon hearing of the case, and 
from his records and recollections, and the 
statements of the patient and her husband, 
these facts are established: 

Previous to December, 1886, two or three 
menstrual periods had been missed, and the 
patient, to use her own expression, never felt 
better in her life. In December she had a 
severe fall on the ice and had to be carried 
home. She was an invalid for a year, being 
in bed much of the time. A physician, now 
dead, was summoned. There was severe 
vaginal hemorrhage for several days, beginning 
about three days after injury. Membranous 
masses were passed within a few weeks, but 
nothing that had the appearance of a foetus. 
Her menstruation, fairly regular, continued 
without cessation to final menopause in July, 
tg05. She suffered for eight or nine months 
with severe gastric disturbance. She was told 
by a physician that she was pregnant. Her 
abdomen enlarged as in normal pregnancy. 
Foetal motions were felt, but were not very 
strong. The breasts were enlarged, and quan- 
tities of milk could be expressed from them. 
Dr. Wood was informed that he would be 
called to attend her in confinement some time 
in the fall of 1887. He was so called on the 
first day of November, and found that the 
patient had been having severe pain and hem- 
orrhage, but that both had ceased about the 
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time of his arrival. The abdomen was of the 
usual size of pregnancy at term, the description 
of the pains tallied with labor pains, and he 
had no doubt of her being pregnant. He 
found the cervix large and soft, but not dilated. 
A thorough examination was not made, for 
fear of exciting renewed hemorrhage. The 
patient had no more pains, and Dr. Wood 
knew nothing further of the matter, except 
that he was informed by the husband, some 
months later, that pregnancy had not existed, 
that his wife was well, and that the abdominal 
enlargement had gradually disappeared. 
These facts establish the existence of preg- 
nancy in the later months of 1886: the crisis 
of rupture of the ectopic cyst in December, the 
rupture probably being into the folds of the 
broad ligament, the development of the foetus 
in this situation, its death after five or six 
months’ development, and false labor the tst 
of November, 1887, at least twelve months after 
impregnation. Thus from the time of concep- 
tion to the removal of the lithopedion some- 
what more than nineteen years had elapsed. 
As is usual in extrauterine pregnancy that 
continues beyond a few weeks’ time, nausea 
and gastric pain were marked; but, contrary 
to the rule, the foetal movements were noticed 
but slightly. The interval between conception 
and false labor is also unusual in its length. 
The fact that she had been married twelve 
years before conceiving at all is in line with the 
ordinary observation that tendency to sterility 
favors ectopic gestation. The almost perfect 
preservation of the foetus is certainly quite 
unusual, by far the greater number that survive 
the rupture of the ectopic gestation-sac being, 
after death, either macerated into an unrecog- 
nizable mass and discharged as pus and débris, 
or else operated and removed as a whole. 
Literature on this subject is rather meager. 
Mann, in his Sysfem of Gynecology, tabulates 
185 cases of abdominal pregnancy, half of 
which existed one of more years. Several of 
these must have been cases of lithopedion, but 
they are not distinguished. Search through 
the files of the medical journals at my command 
revealed reports of but three cases in the last 
ten years. Believing that some estimate of the 
frequency of this condition would be of general 
interest, I addressed letters to fifty representa- 


tive Western surgeons. To these fifty inquiries 
forty replies were received, reporting, in ali, 
observation of eighteen cases, only twelve of 
which were certainly cases of lithopeedions 
within the abdomen, the others being macerated 
products or of uncertain origin. Of these 
twelve, four had developed to term, one to 
eight months, one to six months, one to four 
months, three to two or two and one half 
months, and two not stated. Two had _ re- 
mained in the abdomen twelve years, and as to 
the others, time not known or not stated. The 
operations were all done between 1889 and 
1906. Several of the replics gave the number 
of operations done by the operator for extra 
uterine pregnancy, the number ranging from 
three to one hundred, the average number of 
those stating being thirty. Assuming this as 
the average experience of those replying, they 
would represent twelve hundred operations for 
ectopic gestation at any stage, with a finding of 
twelve lithopadions, or one per cent. This is a 
smaller percentage than any estimate made by 
those complying with the request for one, such 
estimates varying from two to five per cent. 
It is probably, however, near the truth. 
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THE CONTEST WITH CANCER OF THE UTERUS! 
By PROF. DR. DUHRSSEN, BERLIN 


“HE prevention of disease has been for 
the last two decades the chief goal of 
medical science. The hygiene of for- 
mer times was concerned only with 

individuals. I remember only the Macrofiotik 
by Hufeland, which appeared one hundred 
years ago, which gave good advice as to a 
healthy mode of life. Now the community has 
joined hands with civic organization to protect 
whole peoples, or even continents, from dis- 
eases, or to mitigate the effects of these diseases. 
We see, in this country, manifold arrangements 
for the common good, and splendid hospitals 
are set apart for the promotion of the general 
health, and consequently for the welfare, of 
the people. We see here, also, that all is not 
left to the initiative of the state, for great- 
hearted, generous people with private means 
have spent sums that seem immense, from the 
European point of view, for these humanitarian 
purposes. In order, however, that the great 
mass of the people shall reap the full benefit 
of these arrangements, the aim as well as the 
achievement must be fully explained, and for 
this purpose hygiene and medical science must 
work together in fellowship with an intelligent 
and enlightened public press. 

I was the first in Germany to call attention to 
the importance of the co-operation of the daily 
press in combating a disease which lies particu- 
larly near the heart of us gynecologists; namely, 
uterine cancer. From Dr. Bacon I have heard 
that in America, in 1905, there was appointed 
a committee on popular education to control 
uterine cancer. I take it for granted that this 
committee has already turned to the public 
press, and has been active in the sense that I 
mean in this paper. Consequently my paper 
to-day — which Dr. Bacon requested me to 
read — may seem superfluous; but still IT am 
of the opinion that the subject of the combating 
of uterine carcinoma must be brought forward 
again and again, from different sides and on 
different occasions, in order that it shall be 
familiar to ever-widening circles of the public. 


In earlier days the question had no practical 
interest; but while, formerly, women with can- 
cer were without hope, now they can be cured 
by an operation which is comparatively free 
from danger; that is, by the removal of the dis- 
sased uterus, so long as the cancer is confined 
to that organ. The reason why, at the present 
day, so many women succumb to this disease 
is, that they come too late to the operator; that 
is, they come only when the cancer has already 
attacked the parts surrounding the uterus. 
And the reason why they come too late is, that 
the pain which drives them to the doctor comes 
on only in the later stages of the disease. 

This fact is all the more lamentable because 
the number of women suffering from cancer is 
a very large one, and is increasing steadily. 
As early as 1899 (1, @) I referred to statistical 
investigations by Roswell Park, which showed 
that if the increase of cancer should be as great 
in the next ten years as it had been, in the 
year 1gog, in the state of New York, there 
would be more deaths from cancer than from 
phthisis, small-pox, and typhoid together. 

In the year 1899 (1, 6) I wrote a work on this 
subject, and quoted in it a sentence from Hag- 
gard on the necessity for early treatment and 
recognition of carcinoma uteri (2). He wrote 
as follows: ‘‘The deplorably large number of 
cases in which the disease is so far advanced as 
to preclude all hope of relief by surgical means 
is astounding, and should be a rebuke to the 
profession, who should be the guardian angels 
of their people, and by whose instruction and 
advice women should be shielded against this 
terrible disease and the still more terrible death 
which awaits them.” Haggard knew of no 
other proposal to make, than that every woman 
should be taught by her doctor, though he 
estimated the prophylactic value of having 
every woman under competent medical super- 
vision during the climacteric nearly as high as 
vaccination or quarantine. 

To try and improve these sad conditions, 
which are complained of by so many physicians, 


1 Read before the Chicago Medical Society, May 31. 1906. 
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I enumerated a number of theses, for the popu- 
lar knowledge of which I recommended a 
brochure, written in a popular style, running as 
follows: 

“Cancer of the womb is a common disease, 
and if not operated on, always leads to a pain- 
ful death. 

“As long as the cancer is confined to the 
womb, it can be certainly and permanently 
cured by an operation that, nowadays, is almost 
free from danger; namely, the removal of the 
womb. 

“Tt is therefore very important to acquaint 
women with the symptoms of early cancer 
that is still confined to the womb, so that they 
may go at the right time to the doctor, and not 
to a quack, a faith-healer, or a midwife. 

“Cancer of the womb occurs oftenest be- 
tween the ages of forty and fifty, but cases are 
known in which it was found in girls in the 
twenties. (The author’s youngest patient with 
inoperable cancer was in her twenty-third 
year.) 

“It begins with a discharge — either a slight 
bleeding or a blood-colored discharge. The 
bleeding can, at the beginning, take the form 
of only an increase in the menstruation. Later, 
the bleeding and discharge grow more severe, 
and at last the discharge smells bad. Pain 
begins only in the last stages, when the cancer 
is no longer in a condition to be cured by an 
operation. 

“Since even in a week from the beginning of 
the discharge the growth can have spread from 
the womb to the surrounding parts (my own 
observation), and since a cure by operation is 
then not possible, medical help should be 
sought on the first appearance of the discharge. 

‘Also, if bleeding, other than that of men- 
struation, set in, or in cases of too severe men- 
strual bleeding, the end should not be waited 
for, for often the bleeding in cancer has no 
pauses between times. A medical examina- 
tion should, in such cases, be sought at once. 
Of course, with younger women, bleeding and 
discharge are oftener due to harmless causes 
than to cancer, but the determination of the 
original cause of these symptoms is possible 
only to the doctor. 

“Severe menstrual bleeding, especially at 
the change of life — between forty and fifty 
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—needs immediate medical treatment. It 
arises always from disease of the womb, gener- 
ally commencing cancer. Bleeding that be 
gins months or years after the cessation of 
menstruation is still more suggestive of cancer. 

‘“‘Simple inflammation of the mucous mem- 
brane of the womb and tears of the cervix in 
younger women need careful, chiefly local, 
treatment, for this inflammation disposes to a 
subsequent cancer.” 

In an article of mine on the same subject, 
which appeared in the same year (1, ¢), I recom- 
mended, in order to facilitate the universal 
distribution of a brochure of this kind, or 
of my thesis, that it should be officially pub- 
lished, and also made known through the 
daily press. For this official publication I 
first tried to secure the co-operation of the 
Kultus Ministerium, and afterwards of the 
German Gynecological Society. The _ first 
declined my proposal, and my paper on this 
subject, which I had sent in to the next gyneco 
logical congress at Berlin in 1899 (as No. 59 
out of 75 others) could not be read, on account 
of want of time. 

In the Deutsche Arztzeitung, 1899, h. 9, I 
said: ‘‘On the subject of an official brochure 
the daily press could also be interested, and 
could explain to the public at large that the 
critical point of diseases of women does not, 
in the first place, lie in the appearance of pain, 
but in the increased severity of the normal 
flow and in the appearance of a discharge, and 
that these abnormalities, particularly at a 
critical time of life, require immediate medi- 
cal examination. By doing so the press would 
certainly gain much more credit than by always 
publishing every new discovery of cancer 
bacillus, each one of which, up to this time, 
has always been the wrong one, and by the 
discovery of which, even if it should prove to 
be the cause of carcinoma, nothing would be 
gained; for the chief thing in the development 
of cancer is its disposition. 

“The necessity for a popular brochure of 
this kind has been acknowledged by a number 
of competent doctors for another purpose; 
that is, to protect patients from the dangers of 
quackery. There is no doubt that in diseases 
of women the assistance of the quack is often 
sought. I showed (1, d), in an example, how, 
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by this means, particularly in the case of uterine 
cancer, the possible results of proper operative 
interference were frustrated, so that the chances 
of saving the patient were reduced or disap- 
peared if the patient remained in the hands of 
the quack. Any one, however, that has gained 
even a superficial knowledge of the nature of 
cancer from a popular brochure would be 
forced to the conclusion that a quack could 
know nothing of cancer of the uterus, and that 
this disease cannot be cured either by water or 
herb cures, by faith-healing, by homoeopathy, 
by X-rays, or by our Pastor Felkes’s clay cure, 
but only by the removal of the diseased organ. 

‘All midwives who overstep the bounds of 
their authority, and meddle with diseases of 
women, are, in this domain, quacks. It is cer- 
tain that a number of the cases of uterine can- 
cer which come to the gynecologist have been 
treated for a longer or shorter time by midwives, 
and many a case is thereby rendered inoperable. 

“The inspecting authorities should be ac- 
quainted with the injury caused by the inter- 
ference of midwives, so that they may be kept 
within the bounds of their authority by suitable 
punishments. 


“This quackery of midwives could be con- 
siderably restricted by an order from the 


authorities, where, for instance, in Prussia, 
under No. 12 of the Instructions for Midwives 
in the Kingdom of Prussia, any treatment by 
them of gynecological diseases is forbidden. 
It could be made their duty to inform women, 
who complain of discharge or bleeding, of the 
necessity of at once sending for the doctor. 

“In order to be able to give the midwives 
this instruction, it would be well to include my 
thesis (1, 6), or a similar one, in the authorita- 
tive regulations. 

“4 regulation oj this kind should be widely 
circulated through the press, so that the public 
would be instructed. By this means, also, it 
would come best to the knowledge oj doctors, and 
give them the necessary stimulus to undertake 
a thorough examination oj] women, who gener- 
ally come to the general practitioner expecting 
hemostatics or douches ij they complain oj 
bleeding or discharge. 

* Another way in which attention could be 
called to the subject would be by printing on a 
temperature-chart for use by nurses and mid- 


wives a short description of the symptoms of 
cancer of the womb. 

‘A further possibility in furthering to the 
fullest extent the circulation of a knowledge of 
the essentials of the prevention and cure of 
women’s diseases would be to have a short 
suitable thesis printed, such as that I have 
already published on cancer. This could be 
given to the civic authorities, and distributed 
by them to any one who registered a birth. It 
would be profitable if this instruction also con- 
tained the most important advice for the care 
of children, and, according to my views, already 
published (1, e), women in childbed should 
have their attention called to the necessity of 
a medical examination after lying in, in order 
that by this means the cure of most of the cases 
of retroflexo uteri could be effected by a short 
and simple treatment with a pessary. 

“Perhaps the state might supply the neces: 
sary funds, which would be small in compari- 
son with the cost of other hgyienic measures, 
or a philanthropist might be found, who would 
leave a legacy for the purpose.” 

After the brochure which I had written for 
the above purpose, and which I had subse- 
quently arranged for the use of the Kudtus 
Ministerium, had been declared useless by 
these authorities, I published it in the Aerés- 
liche Ratgeber in 1900, when my colleague, 
Dr. Héckendorf, asked me for an essay for his 
periodical. Later it appeared as a monograph 
under the title, ‘On the Cure and Prevention 
of Diseases of Women.” 

Of course I know that by this brochure I 
could work only in a small circle, but I shrank 
from hurling it into the daily papers, for fear 
of having the appearance of making a personal 
claim. Happily for suffering womankind, 
my thought was not quite lost, but was taken 
up by Winter. In an essay in Zeitschrijt ir 
Geburtshiilje und Gynicologie, bd. 43 (‘Is 
Vaginal Hysterectomy a Sufficient Radical 
Operation for Cancer ?”), this author says as 
follows: 

“It is not easy to help in this matter [mean- 
ing the obtaining of an early examination]. 
The only way which I can consider successful 
is that of popular teaching on the importance of 
certain symptoms. This plan was lately car- 
ried out by Diihrssen in his popular writing 
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(intended for women), ‘On the Prevention and 
Cure of Diseases of Women.’ In this he 
enlightens women on the nature and impor- 
tance of cancer, gives them signs for recog- 
nizing it, and advice as to what to do. I be- 
lieve without doubt that much good can be 
done in this way; even if ‘cancer terror’ is in- 
creased by it, that can’t be helped. It is more 
easily cured than a neglected cancer. It is to 
be wished that careful explanations by bro- 
chures, doctors, and midwives could be spread 
among women.” 

From K6nigsberg since 1903 Winter has 
prepared the way that I indicated. (See 
above.) He sent out a pamphlet or brochure 
to all the doctors and midwives in the province, 
and also resolved ‘‘/o enlighten women, in 
their news pa pers, oj the danger oj not paying 
allention to gynecological symptoms, and to 
warn them oj the danger of unqualified advice, 
quacks, and midwives.” 

Some months later, in the Congress of the 
German Society for Gynecology at Wiirszburg, 
he could testify to the gratifying success he at- 
tained in a few months. He treated the same 
subject in his monograph in 1go04, The 
Combat with Uterine Cancer (Stuttgart: Encke). 
Here he says that the success of Diihrssen’s 
well-deserving paper is unfortunately very 
small, as very few women read these papers. 
One must therefore force women to learn 
about this matter, and that is solely possible 
through the press. 

My first publications on this matter were 
already noticed in 1899 by a part of the press. 
As a proof I lay before you a periodical for 
the year 1899, in which my first paper is very 
sensibly criticised, and Haggard’s words, 
which I quoted, are given. A further publica- 
tion of mine was issued in the year 1902, under 
the title of The Prevention and Cure of Abdomi- 
nal Cancer in Women, and is also printed in 
the General Hygienic Calendar for the Home, 
published by Dr. Flatau, Berlin (Vogel and 
Kreienbrink). 

Once again I wrote on the subject in the 
Medicinische Woche (1904, Nos. 24, 25). The 
last sentence is as follows: “I am of the 
opinion that the war against the severe diseases 
of women should be carried out on a broader 


basis.”’ 
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Would it not also be more worthy of recom- 
mendation that even now the German Society 
of Gynecology, or the Committee for the Inves- 
tigation of Cancer, should take this business 
in hand (which Winter has shown gives un- 
doubted practical results), rather than (as I 
suggested first, and as Winter has partly car- 
ried out) that in each province some one man 
should try to carry out the measures ? 

I wish to emphasize an affirmative answer 
to these questions, and to point out to the 
state, the scientific societies, and the medical 
journals that in this domain the so-called 
faculties could develop an activity rich in 
blessing, the neglect of which is a sin against 
the public good, and which cannot be made up 
for by the activity of individual gynecologists. 

I should like to group the above remarks 
together in the following catechism, get it 
printed by the medical journals, and get them 
to send a separate reprint to the available 
daily papers with a request for publication. 

I believe a noticeable rise in the number of 
cases cured of cancer would be the result. 


CANCER OF THE UTERUS 


Q. Why, out of 25,000 patients with can- 
cer of the uterus, do 23,000 or 24,000 die every 
year in the German Empire ? 

A. Because these thousands come too late 
to the doctor. 

Q. How can these thousands be saved in 
the future ? 

A. By coming to the operator while the 
cancer is still confined to the uterus. Under 
these circumstances it can be cured with cer- 
tainty by an operation almost free from danger. 

Q. What is the duty of the general practi- 
tioner towards cancer of the uterus? 

A. The general practitioner should regard 
as cancer every case, of whatever age, that 
comes to him, complaining of discharge or 
bleeding, until an immediate examination 
(during the bleeding if necessary) proves with 
certainty that no cancer is present. 

In regard to cancer of the cervix, the diag- 
nosis can be generally settled at once in the 
consulting-room, while for the diagnosis of 
cancer of the body curetting is necessary. 
Every hand-book of gynecology contains more 
detailed instructions for diagnosis. It is a 
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criminal error to let a patient of this kind go 
with only directions for douching or taking 
medicine. 

If the patient refuses to undergo an imme- 
diate examination, she should be warned of the 
possibility of a serious injury to health. If 
the doctor does not wish to undertake the 
examination himself, it is a criminal error 
if he does not urgently advise the patient to be 
examined by a specialist, and does not warn 
her of the possible serious consequences of 
neglect of this examination. 

Addendum. ‘The doctor should think of the 
possibility of ovarian cancer, in uncertain 
conditions with stomach symptoms, or loss of 
strength which cannot be otherwise explained. 
He should in these cases make a gynecological 
examination. 

In cases of myoma, the possibility of sar- 
comatous degeneration of the myoma must 
be kept in view, and the patient must be kept 
under observation. With the small mortality 
of the operation in the present day, it is more 
dangerous to dissuade from than to advise 
operation. 

Q. What is the duty of medical science 
towards cancer of the uterus ? 

A. Its representatives have to take care 
that every woman shall be instructed in the 
following: 

1. Every kind of discharge or bleeding, be 
it severe menstrual bleeding, bleeding not con- 
nected with menstruation, or bleeding in the 
menopause, may be the first indications of 
cancer of the uterus. 

2. Cancer of the uterus always leads, if 
left to itself, or if treated by non-operative 
methods, to painful illness and death. 

3. Cancer of the uterus can be permanently 
healed only in the beginning, so long as the 
growth has not spread beyond the uterus, by 
an operation which in these cases is almost 
free from danger. 

4. It is the duty, therefore, of every woman, 
in the interest of her life, to be examined by a 
doctor on the appearance of any one of the 
above-mentioned symptoms, even during the 
bleeding, and not to go to a midwife, quack, 
or faith-healer. 

For the distribution of this catechism, repeated 
notices in the press are oj the greatest im portance. 


, 
351 


To comply with the demands of delicacy, the 
following notice would be sufficient for any 
paper to publish: 

“In the German Empire, 24,000 women die 
every year oj abdominal cancer. These could 
nearly all be saved jrom an early and painjul 
death, ij they would consult a general practi 
tioner or gynecologist at the beginning oj those 
slight disturbances which are ojten present in 
a woman’s lije, and which are ojten of no 
great importance. These slight disturbances, 
with which pain is generally quite wanting, 
can be the first symptoms oj a growing cancer 
in the abdomen. This last can be permanently 
cured in the beginning by an operation which 
is nearly jree jrom danger. There are no other 
methods of curing abdominal cancer than an 
operative one; therejore, through consulting 
midwives, quacks, and jaith-healers the javorable 
opportunity jor operation is delayed until too 
late.” 

It would be profitable to have these com 
munications sent out to the press from a cen- 
ter; for instance, the German Gynecological 
Society or the Committee for the Investiga- 
tion of Cancer. 

These authorities should then, by suitable 
and often repeated publications (which should 
also appear in the press), urge midwives to 
direct women to go to a doctor when they 
come to them for advice on gynecological 
diseases. 

A pamphlet on the subject should also be 
sent to each registrar of births, who should dis- 
tribute the same to all registering persons. 

That these proposals (already made by the 
author in 1899) would certainly have a rapid 
success, has been shown by the recent com- 
munications of Winter, who, by means of 
suitable communications to midwives, doctors, 
and the daily press in the province of East 
Prussia, has raised the percentage of operable 
cancer in only one year. 

I do myself the honor of presenting to your 
society my various writings on this subject. 
You may obtain some indications from them 
suitable to your conditions, and when you are 
told — as, for instance, by Cullen (3) — that 
the steps taken.in Germany for the combat of 
uterine cancer were begun by Winter, you 
will be able to see in these writings that, four 
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years before Winter, I made these proposals, 
the following of which will substantially in- 
crease the number of permanent good results 
after operation. 

I also proposed in 1899 (1, ¢) a congress for 
cancer, which will take place this autumn at 
Heidelberg. With the exception of Runge 
and Eberhardt, who also wrote popular 
brochures on the subject of the combat of 
uterine cancer, my name has not even been 
mentioned by any of the authors and gyncco- 
logical societies who have issued pamphlets on 
uterine carcinoma. I have also tried to pro- 
mote the struggle against cancer of the uterus 
in another direction. In my Gynecological 
Vade Mecum (1st ed., 1891) I have urged doc- 
tors to make an immediate examination in 
cases of bleeding and discharge. I append 
the remarks on the subject, taken from the 
English translation: 

* Diagnosis. Notwithstanding that the diag- 
nosis of cancer of the cervix is usually so very 
easy, it is, as a rule, first made so late in the 
progress of the disease that the patient reaps no 
special advantage from it, because the full 
removal of the cancerous vegetation is in the 
later stages impossible. This depends on the 
unhappy opinion, fostered also by many physi- 
cians, that profuse bleedings about the ‘climac- 
teric are of no importance.’ 

‘Women suffering from such symptoms, 
if they go early to a physician, are simply given 

ydrastis or ergot, and when, finally, a digital 
or speculum examination is undertaken, the 
disease has already extended too far for a 
radical cure to be possible; or the cancroid 
of the portio is supposed to be an erosion, and 
thereupon is treated so long with caustic 
until in this case, also, it is too late for total 
extirpation. 

“The early diagnosis of carcinoma is for this 
reason held of the highest importance, because 
uterine cancer is, in the beginning, a strictly 
local affection, which, by early removal of 
the diseased organ, the uterus, can be perma- 
nently cured. 

‘Every woman who, after the cessation of 
menstruation, has again commenced to bleed, 
should be considered as carcinomatous until 
the surgeon has investigated the case and 
found no sort of sign of carcinoma. 


“Such a patient must be examined at once 
before introducing any kind of medication, 
and if there be nothing suspicious to notice in 
the portio vaginalis, the uterus should be 
curetted thoroughly from the fundus to the 
external os uteri. Precisely in the same way 
must the surgeon examine younger patients who 
complain of menorrhagia or metrorrhagia. 
The necessity for this is still more urgent if the 
above described discharge be also present. 

‘The diagnosis of cervical cancer is easy as 
soon as it is ulcerated — and it is very rarely 
that one sees carcinoma earlier. Quite charac- 
teristic, then, is the definition between the ulcer- 
ation and the new growth, the bleeding on 
touch, and the crumbling off of the soft mar- 
row-like masses. In cancroid of the portio, 
the latter is often lost in the luxuriant vegeta- 
tions, — cauliflower growth of the portio, — 
while in carcinoma of the cervix the finger 
behind the intact external os enters a crater- 
like cavity, the walls of which are already no 
longer formed from the uterus, but from the 
pelvic connective tissue.” 

Further, in the year 1896 (1, /) I referred to 
the danger that quackery brings to the cancer 
patient, in that the favorable opportunity for 
operation slips away while the quack is treating 
the malignant new growth. A special case 
gave me occasion for the reference, as a quack, 
Gliinicke, let a woman with cancer nearly 
bleed to death, that I was able afterwards 
to cure by extirpation of the uterus. This 
quack had this relation to America, that he 
asserted he had found in the virgin forests of 
America a wonder-working herb that could 
cure all diseases. He had an immense follow- 
ing in Berlin and animmense income. He was 
not able, however, to cure his own lues, and 
died after having taken morphia continually, 
though he condemned it in his writings. 

In this article I showed also that the treat- 
ment of uterus carcinoma with chelidonium, 
which had been enthusiastically recommended 
by a Russian doctor, was without success. 

In 1903 (1, g) I had occasion in another case 
to write an article against a female quack, 
formerly a clerk, which also showed the great 
danger of quackery in cases of malignant 
tumors. 

I also tried to take my share in the improve- 
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ment of the methods of extirpation of the car- 
cinomatous uterus, when I established my 
vagino-perineal incision for a uterus greatly 
enlarged through cancer (1, 2). I had used 
this incision since 1887 in midwifery, and the 
essential part of it is the division of the levator 
ani. Later, in 1894, this method was dis- 
covered anew by Schuchardt, and goes in 
Germany, and also abroad, quite unjustly, by 
the name of Schuchardt’s method. I have 
always held to this method in carcinoma of the 
body, and must emphasize (contrary to the 
preference for abdominal hysterectomy in all 
cancers, which exists in America) that in car- 
cinoma of the corpus, the vaginal method, with 
the help of my vagino-perineal incision, offers 
great advantages over the abdominal method 
of uterus extirpation. 

The operation does not produce the least 
shock, and even old, anemic, and delicate 
women lie on the day after the operation like 
a normal puerpera. The operation can be 
carried out comfortably in half an hour or an 
hour, and is technically easier than the ventral 
hysterectomy. Its mortality is mi/. At the 
same time, the results as to permanency of 
cure are as good as with the ventral hysterec- 
tomy; for in corpus carcinoma an extension 
of the disease to the broad ligaments or 
the glands either does not take place at all 
or else very late. In the latter, the cachexia 
of the patient is already so great that no radi- 
cal ventral operation with extirpation of glands 
and connective tissue can be undertaken 
if the patient is not to die on the operating- 
table. 

In the hope that my American colleagues 
will turn to the use of this vaginal hysterectomy 
with the help of my vagino-perineal incision in 
carcinoma of the body, I will permit myself 
here to describe its technique. 

The uterus is first washed out and curetted. 
After frequent douchings, a 25-per-cent solu- 
tion of carbolic acid in alcohol is injected and 
washed out again. The external os is next 
firmly sewed up with silk sutures, and the ends 
cut off short. After this comes a thorough 
disinfection of the operator, the assistants, and 
the field of operation. 

Next, a cut is made with the scissors to the 
right of the introitus, which lies in the middle 


between the anus and tuber ischii and reaches 
backwards to a line joining these points and 
upwards to the posterior fornix. By deepen- 
ing this cut in the middle, the plainly visible 
tendons of the levator ani are reached. These 
are also divided, whereupon loose fatty tissue 
becomes visible; the bleeding vessels are then 
seized and tied. 

This incision enlarges the long narrow 
vaginal passage, even of an old woman, and the 
opening permits of the insertion of a man’s 
closed fist. The whole fornix, the portio, and 
the anterior vaginal wall lie as free as in the case 
of prolapse. Next, a large posterior Doyen’s 
speculum is inserted, the portio seized with 
a four-toothed forceps drawn upwards and 
surrounded by a circular incision starting from 
the point of the posterior vaginal incision. 

Anteriorly — on this circular cut — a longi- 
tudinal one is made through the anterior fornix, 
and the two vaginal flaps thus made are freed 
from the bladder, which is then disengaged 
from the anterior wall of the cervix and the 
parametrium. Usually at this point the an- 
terior and posterior pouches of Douglas are 
thus opened, and a large Doyen’s speculum 
can be laid in the abdominal cavity. 

Next follows the tying of the ligamentum 
cardinale and the plainly visible uterine arteries. 
Then the division of both broad ligaments, 
which is carried up without previous ligaturing 
until the whole uterus can be extracted through 
the opening in the fornix. Then the rest of 
the ligaments are tied and divided. No for- 
ceps at all are put in the body of the uterus, for 
by so doing a penetrating wound is made in 
the uterus, and from the discharge of cancerous 
matter from this wound cancerous infection of 
the vaginal wound can take place — as I saw 
in one case. 

Next the appendages are tied off by the two 
infundibulo-pelvic ligaments and removed. 
Any further bleeding is stopped by tying blood- 
vessels in the stump of the ligament, which is 
then fixed to the lateral vaginal wall. 

The sewing up of the peritoneum in Doug- 
las’s pouch and the posterior wall of the vagina 
then follows. This is done with catgut liga- 
tures, of which one joins the upper point of 
the vagino-perineal incision. In the same 
way the anterior vaginal incision is closed by 
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a continuous catgut suture, the last loop of 
which catches the bladder peritoneum. 

The anterior and posterior vaginal walls are 
then united by further sagittal interrupted 
sutures. 

For the union of the vagino-perineal incision 
a deep catgut suture is used, which is passed 
through the edges of the posterior commissure, 
but not tied. By this the wound is divided into 
a vaginal and a perineal part, the former of 
which is closed by a continuous catgut suture, 
and the latter by interrupted deep catgut 


Fig. 1. Incisicn on the right side of the vaginal wall, with 
almost complete severing of the levator ani. The elliptical 
line shows how the muscles adhere to the presenting part of 
the child. It is also seen how, by means of this incision, 
almost the entire pelvic outlet is enlarged, thus permitting 
of the easy delivery of the presenting part. 


sutures. Care must be taken not to include the 
rectum with this last. 

After-treatment consists in merely syringing 
the perineal wound with antiseptic solutions 
after micturition. The wound is then covered 
with a strip of idodoform gauze. The patient 
gets up two or three weeks after the operation. 

By the help of my vagino-perineal incision 
the bladder is exposed up to the ureters, and 
the ligaments below the exposed ureters can be 
taken off at the wall of the pelvis. The parts 
of the ligaments of most danger in cervix can- 
cer can therefore, in this manner, be removed 
with almost absolute safety by the vaginal 
route. 

Nevertheless, I prefer, in cancer of the cer- 
vix, the abdominal extirpation of the uterus, 
the broad ligaments, and the glands, as first 
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advised by Dr. Ries of this city. Only in 
cases of pregnancy complicated with cancer 
of the cervix I recommend my vaginal Cesarean 
section for emptying the uterus and subsequent 
rapid vaginal extirpation of the uterus by 
continuing the splitting of the anterior and 
posterior wall of the uterus. 

Pregnant women, exhausted by the preg- 
nancy and the hemorrhages due to the cancer, 
will not stand the abdominal extirpation. 

Finally, 1 take the liberty of referring to the 
historical development of the vaginal incision 
as I have described it in the chapter on “‘ Vagi- 
nal Cesarean Section,” in Winckel’s Hand-book 
oj Obstetrics (vol. iii, pt. 1, pp. 646-652): 

‘Still, Hofmeier does not renounce the deep 
cervix incision, and Brése has dug out my old 
proposals without mentioning my name; also, 
Hammerschlag, who is Winter’s first assistant, 
has at last recognized the importance of my 
vagino-perineal incision. 

“Members of the Schréder-Olshausen school 
at first resisted with hostility my innovations 
in the domain of obstetrics and gynecology, 
but, through the power of facts, they also have 
been forced to recognize the justice of my 


teaching, although my methods are now often 


ascribed to other operators. In this connection, 
the fact is very characteristic that Hammer- 
schlag gives the name of ‘Schuchardt’s cut’ to 
the vagino-perineal incision which I intro- 
duced into obstetrical therapeutics in the year 
1887. This incision is also, in gynecological 
operations, unjustly designated as Schuchardt’s 
cut. I first mentioned it, both for obstetrical 
as well as for gynecological operations, particu- 
larly the extirpation of the uterus for carcinoma. 
Zweifel recognizes these facts in the following 
words: 

«The immovability of the uterus from senile 
atrophy of the vagina and the vaginal entrance 
were conditions in which the vagino-perineal 
incision, which was long ago recommended by 
Diihrssen, has gone quite unjustly by the name 
of “Schuchardt’s method of complete extirpa- 
tion of the uterus.”’’ 

“As a matter of fact, 1 made use of the so- 
called Schuchardt’s method in 1890 for vagi- 
nal hysterectomy, and I described it in 1891 
(1,7). I recommended at that time that the 
principle of vaginal extirpation should be 
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maintained in cases where the uterus was 
enlarged up to the size of a child’s head, and 
that the resistance of the vaginal passage 
should be allayed by an incision which, in 
obstetric cases with a rigid lower third of the 
vagina, allows the child’s head to be easily 
extracted with forceps; an incision to which 
the author has given the name of vagino-peri- 
neal incision.” (Cf. Arch. 7. Gyn., bd. xxxvii, 
h. 1; Therap. Monatshejte, 1890, May; Arch. 
j. Gyn., bd. xxxix, h. 1, s. 128.) 

The characteristic of this incision is that not 
only the vaginal passage is divided, but also 
the surrounding muscles — the levator ani and 
the constrictor cunni. (See Fig. 1.) 

In a narrow vagina it opens up the field of 
operation in the fornix, in the same excellent 
way that it allows the head, in a high position, 
to be delivered with a single gentle application 
of the forceps. As I have explained in more 
detail in the above-mentioned publications, 
the incision (which is about 6-7 cm. long in 
the vagina as well as in the perineum) stops at 
a point midway between the anus and the tuber 
ischii. 

On the rath of January, 1894, Schuchardt 
(4) read a paper before the Berlin Obstetrical 
Society on “ Perineo-vaginal Hysterectomy.” 
His ‘“‘new method,” as he executed it, consisted 
“in splitting the whole vaginal wall laterally, 
from below right up to the collum, and in mak- 
ing a cut of about 16-20 cm. long in a sagittal 
direction, which continued the longitudinal 
incision back to the sacrum and curved round 
the rectum.” According to Schuchardt, in 
his method the levator ani muscle remained 
quite untouched; only the superficial trans- 
verse perineal muscle was divided. 

The author opposed this specification of 
Schuchardt’s in a paper read on the 8th of 
February, 1895 (1, 7), at the same place: 
“Diihrssen next contests the justice of the 
assertion made by P.. Ruge, that the vagino- 
perineal incision was in general use at the time 
(1891) when Diihrssen recommended it as a 
supplementary incision in vaginal hysterectomy, 
when the uterus was large and the vagina small. 
He has found that in the above-mentioned 
publications, particularly in those of the Ber- 
lin Obstetrical Society itself, that, at most, 
the vaginal passage and the constrictor cunni 


were divided, but not the levator ani. A 
method of Schuchardt’s, in which only the 
first-mentioned muscles were divided, was 
last year accepted as new by the society. For 
the extirpation of cancerous ligaments (for 
which Schuchardt proposes his incision) 
Diihrssen prefers laparotomy by Veit’s method, 
and quotes a case successfully operated on by 
Veit’s method.” 

“Further, when, in extirpation of the uterus 
with a narrow vagina, Olshausen recommends 
the perineal way and Mackenrodt the way 
by means of a laparotomy, Diihrssen can only 
explain it in this way, that these authors have 
not yet learnt the advantages of a true vagino- 
perineal incision. If the uterus is not bigger 
than a child’s head, even with the narrowest 
vagina and a fixed uterus, it can be removed 
through the vagina by a vagino-perineal in- 
cision, even without the help of clamps. In 
cases of perineal incision, clamps do not pos- 
sess any advantages over ligatures. On the 
contrary, ligatures allow of the extraction of 
the uterus in foto, and the sewing up of the 
peritoneum.” 

This paper was published in an extended 
form in Archiv fiir Gyndkologie, 1895, bd. 
xlix, h. 2. Here I said, among other things, 
the following: 

“Further, the broad ligaments can be easily 
and precisely tied, even in the case of a uterus 
fixed high up in the pelvis, by the use of the 
described incision. The long vaginal canal 
is eliminated, and even without putting in a 
speculum the whole fornix can be perfectly 
seen, the same as when the cervix is pulled 
down to the vulva.” 

“As well as in four cases of cancer of the 
body, I carried out this vagino-perineal incision 
to facilitate the vaginal extirpation of a myom- 
atous uterus, and once for the extirpation of 
the uterus with a double pyosalpinx.” 

In the following years I often mentioned 
my share in the improvement of the technique 
of vaginal hysterectomy, and in 1go1, on the 
occasion of the congress of the German Surgi- 
cal Society, I particularly opposed Schuchardt, 
when he explained in a paper that, according 
to his recent studies in the Berlin Anatomical 
Institution, the essential thing in his method 
consisted in the division of the levator ani. I 
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had made these studies in 1887, and presented 
their results to the Berlin Medical Society in a 
paper in 188g (1, k), and illustrated by means 
of a drawing the way the incision was made, 
in the Therapeutischen Motashejten for May, 
1890 (1,/), and in the first edition of my Obstet- 
rical Vade Mecum. Here it can be seen (Fig. 
1) how, by cutting at one side, the incision,? 
divides nearly the whole right levator ani. I 
explained then in the discussion on Schu- 
chardt’s paper that the so-called ‘‘ Schuchardt’s 
paravaginal incision” was an old acquaintance 
of mine, as I had practised it since 1887 in 
cases of labor, and since 1890 for the extirpa- 
tion of large or very adherent cancerous uteri. 
I also explained that I had denoted the division 
of the levator ani as the essential point in this 
supplementary incision, as this alone rendered 
possible the accessibility of the fornix and the 
unfolding of the vaginal passage which was 
boasted of by me and by Schuchardt. I was 
glad that — contrary to his first publication in 
the year 1894 — Schuchardt had recognized 
what his method depended on. As Schu- 
chardt did not answer me (he has always been 
silent, even concerning my earlier publications, 


which were known to him), I interrogated him 
after the meeting, whereupon he acknowl- 
edged that he had been in error in his first 
publication with regard to not dividing the 


levator ani. His assertion in the printed publi- 
cation (4, 6), that the incision that was prac- 
tised in gynecology until his publication only 
allowed a dilatation of the lower part of the 
vagina, and did not attain any unfolding of 
the whole vagina and the fornix, must be all 
the more striking. At the gynecological con- 
gress in the same year (1901) at Giessen, he 
spoke in a more guarded manner when he said: 
“Formerly, similar but perhaps not such 
extensive supplemental incisions have been 
practised in the operative treatment of uterine 
cancer; but only in especially complicated 
cases, when it helped to obtain a disengaging 
of the organs by force, which was not possible 
in the ordinary vaginal method of procedure.” 

My incision was certainly less extensive — 
as far as not cutting the skin so far back was 

This cut is shown on the right (on left side in picture), and is 
marked by a heavy and a dotted line. The two heavy lines show the 


length of the bilateral incision, which I practised only in the beginning, 
as the healing was not so favorable. 
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concerned — but a skin incision of that size — 
16-20 cm. — is quite superfluous. 

On the subject of all my publications con- 
cerning my priority to Schuchardt, both sur- 
geons and gynecologists — excepting Zweifel 
—have been silent; the former because they 
did not know the literature of the subject, and 
the latter because they did not appear to want 
to know it. My remarks to this effect in the 
aforesaid obstetrical society aroused only a 
scornful smile. 

A number of years have now passed without 
the truth of this question having been set right. 
Again and again I meet with publications 
which strike truth in the face. In No. 15 of 
the Berliner Klinischen Wochenschrijt, 1905, 
I read: ‘Herr Lictenauer: The operative 
approach to the pelvic internal organs. The 
speaker mentioned the progress that operative 
treatment of the pelvic internal organs had 
made in the last decade: 1. Through the more 
extensive perfecting of laparotomy. 2. Through 
methodically attacking these organs through the 
pelvic floor—and chiefly, in this relation, 
through the work of Diihrssen and Schuchardt. 
While the former was the first to teach sys- 
tematic operative measures on the intraperi- 
toneal organs through the vagina, the latter 
showed, through his perineal incision, the 
possibility of attacking large tumors from the 
pelvic floor. (Martin.)” 

This last possibility was also shown by me 
first, when I recommended my vagino-peri- 
neal incision for vaginal extirpation of uteri as 
big as a child’s head, with a narrow vagina, 
and I practised this incision in the case of a 
myomatous uterus in September, 1892 (1, m2), 
while Schuchardt first used the incision in No- 
vember, 1893, for a carcinomatous uterus, and 
first recommended it several years later for 
other cases. 

Also, in the hand-book that has recently 
appeared by Déderlein and Krénig, the talk 
is always of Schuchardt’s method. 

My statements on vagino-perineal incision 
may seem to many to be too detailed, but I am 
coming to the conclusion that they have not 
been detailed enough, when I read statements, 
such as were made, for instance, in the meeting 
of the Berlin Obstetrical Society on the 28th 
of October, 1904 (5). Here Olshausen said, 
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on Bumm’s statement that he had performed 
thirty-five vaginal Cesarean sections: “One 
thing is doubtful to me, in this: most of the 
eclamptic patients are primipare, and I do not 
know if a child — especially a large child — 
could be extracted without a simultaneous deep 
vaginal incision.” 

Upon this point Olshausen could certainly 
have got instruction in my publications, in 
which I say so very often, that in such cases a 
harmless extraction without a vagino-perineal 
incision, cannot, and should not, be made. 

Further, Bumm says: ‘It must be observed 
that the prognosis for the child is somewhat 
less favorable, as in hysterotomia vaginalis it 
has to be drawn through a narrow channel, 
instead of being taken directly from the abdo- 
men, as in sectio-Cesarea.”’ 

To this I remark that the prognosis for the 
child is just as favorable as in classical Ca- 
sarean section, if, in the case of a full-time 
child and a narrow vagina, a vagino-perineal 
and two uterine incisions are made, because 
by this means the resistance of the soft parts 
is completely, removed; that is to say, by the 
uterine incisions the cervical canal disappears, 


and by the vaginal incisions (i.¢., a vagino- 
perineal incision and a longitudinal cut through 
the anterior and poterior fornix) the vaginal 


canal also. The two passages are made into 
a wide ring, which does not offer any greater 
resistance to the extraction of the child than 
the two rings present in the classical Cesarean 
section formed by the uterine and abdominal 
walls. 

Therefore it did not appear superfluous to me 
to discuss the technique of the vagino-perineal 
incision in the chapter on eclampsia. A very 
important question is here in the balance — 
often a question of life and death to the child. 
“To be, or not to be: that is the question.” 
Happily, the modern obstetrician is, in this 
case, no doubting Hamlet, but has the solution 
of the riddle in his own hand. Whoever calls 
the division of the levator ani in a vagino-peri- 
neal incision, either in obstetrics or gynecology 
(and the latter applies only to the present work), 
Schuchardt’s method, is guilty — whether he 
knows it or not — of a literary theft from me. 

It is not always necessary, in removing the 
resistance of the vagina, to make a vagino-peri- 
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neal incision; it is often sufficient to split the 
perineum in a sagittal direction in the middle 
line, and, if necessary, this can be continued 
into the vagina. The incision is long enough 
when it comfortably allows the admission of a 
powerful man’s fist. This incision bleeds less; 
the wound is smoother and is more easily sewed 
up. It heals perfectly — unlike spontaneous 
tears of the perineum. I have often practised 
this method of splitting the vaginal passage as 
a help in my method of vaginal  coeliotomy, 
and by this means could perform the operation 
on virgins and children without technical diffi- 
culties. 

The wound is closed by means of a continu- 
ous catgut suture, and always healed so per- 
fectly that even the hymen appeared intact. 

Similar ideal results are obtained in the 
healing of the larger vagino-perineal incision. 
I have often shown cases of this kind, after 
some years, in my course for doctors, and 
asked my colleagues if they could not discover 
some abnormality of the vulva. They did not 
find it possible, and, as a matter of fact, I 
could only show them the small scar when I 
put the surrounding parts on the stretch. 

Mr. President and Gentlemen: If I have 
described my own part in the struggle against 
uterine cancer, it was not for the purpose of 
bringing my own personality into the fore- 
ground, but because I took it for granted that 
you expected from me my own individual 
scientific experience, not a general review. 
I hope that I have not taxed your patience too 
long, and that you may be able to make some 
use of my communication. 
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A STUDY OF THE DEVELOPMENT OF EXTRAUTERINE DECIDUA! 


By WILLIAM H. LAMBORN, M.D. 


Instructor in Hematology, Northwestern University Medical School, Chicago 


HERE has been, of recent years, a 

great deal written about the develop- 

ment of decidua outside of the uterus. 

Gynecologists, as well as pathologists, 

have interested themselves with this subject, 

and still there remains much that is not per- 
fectly clear. 


It is not my intention to go into the various 
theories which have been held as to the origin 


of the decidua-cell. It has been fairly well 
established that the decidua-cell is a modified 
connective-tissue cell brought about by the 
influence of pregnancy. The question which 
is still more or less open is just what connective- 
tissue cells may undergo this change. 

Webster (1) of this city holds “that decidual 
transformation is peculiar to the Miillerian 
tract’’; that decidua developing outside of the 
Miillerian tract comes from detached portions 
of Miillerian tissue. 

Such observers as Oldham (2), J. Braxton 
Hicks (3), Poppel (4), Parry (5), J. Bland 
Sutton (6), and others, were unable to demon- 
strate decidua outside of the uterus, and have 
held that its development was confined to the 
endometrium of the uterus. 

Robert Lee (7), Hennig (8), Langhans (9), 
Leopold (10), Wyder (11), Fromel (12), 
Orthmann (13), Klein (14), Abel (15), Dob- 
bert (16), Webster (17), Zedel (18), Heinsius 


1 From the Pathological Laboratory, Northwestern University Medical School, Chicago. 
Chicago Gynecological and the Chicago Medical Societies, April 18, 1906. 


(19), and many others, believed that they were 
able to demonstrate decidua in the Fallopian 
tube. Langhans found decidua developed 
completely only at the placental site. Leo- 
pold found only scattered cells of decidua in 
the foetal sac. Wyder, in one of his cases, 
found decidua in the foetal sac, and also in 
the tube adjacent to it. Abel found decidua 
developed mostly at the poles of the sac, being 
less marked in the center, due, as he thought, 
to pressure atrophy. Zedel found a decidua 
serotina, but no decidua vera. Webster found 
decidua in both tubes in a case of single ectopic 
pregnancy. 

Aschoff (20), in 1901, reviewed the litera- 
ture of tubal pregnancy, and came to the fol- 
lowing conclusions, after excluding what he 
believed to be doubtful cases: 

1. That a decidua vera develops relatively 
late in the pregnant tube. 

2. That a decidua serotina, in the great 
majority of cases, is not developed at all, or 
only to a slight degree. 

3. That what was described in the early 
reports of cases as decidua serotina corre- 
sponds, in the main, to foetal trophoblast. 

Runge (21) recently reported three cases of 
tubal pregnancy, one of which showed no 
decidua, one showed decidua only in the foetal 
sac, and the other showed decidua in both the 
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foetal sac and the adjoining tube. He sug- 
gests that the difference in his cases may have 
been due to the age, as the first was very 
young, the second somewhat older, and the 
third still older. 

Webster (1), among others, has described 
decidua in the ovary. Walker (22), Dobbert 
(23), Zweifel (24), Prochowick (25), Penkert 
(26), Schmorl (27), and others, have described 
decidua in the peritoneum. Schmorl goes so 
far as to speak of a physiological decidual 
reaction of the peritoneum and ovaries during 
pregnancy. 

Hirschberg (28) recently reported a case of 
tubal pregnancy in which he described a 
development of decidua about the appendix. 
He thought that he could differentiate the 
cells from the proliferated endothelial cells 
which have been described by Orth (29) and 
others as occurring in productive peritonitis. 

We have here the two extremes, one holding 
that decidua is found only in the uterus, and 
the other that it may occur in the tube, ovaries, 
and practically all over the peritoneum as well. 
One is naturally led to think that there must 
be some reason for this difference of opinion. 
As we have no definite means of staining 
decidua-cells so that we may be able to dif- 
ferentiate them from all other cells morpho- 
logically similar, and as most of the cells found 
on the peritoneum and in the ovaries have 
been described as occurring in clumps, is it 
not possible that something has been described 
as decidua that was not decidua at all? Can 
we take isolated cells, and say positively that 
they are decidua-cells ? 

Rossi Doria (30) says that, especially in the 
later stages of development, it is easy to con- 
fuse Langhans cells with decidua-cells, but 
still believes it possible to differentiate the 
two, and gives the following characteristics 
for each: Langhans cells are small, with a 
comparatively large nucleus; little, slightly 
staining protoplasm, and without intercellular 
substance. Decidua-cells, on the contrary, 
are, in general, much larger, as a result of 
their large protoplasmic contents, in compari- 
son with which the nucleus is small, notwith- 
standing it is somewhat larger than that of the 
Langhans cell. They have, while in small 
amount, a slight fibrous intercellular substance, 
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and take up less of the stain than the tropho- 
blast cells. All of these differences are not of 
the nature that they can be seen at first sight, 
but appear only after a certain amount of 
study, when one takes into consideration the 
origin of the two. 

Veit (31) says that cells occur in the serotina 
which one may question whether to class as 
Langhans or real decidua cells, and that he 
can readily understand how, when one sees 
places where their are no decidua-cells, he 
comes to the conclusion that there is no 
decidua present, and that the cells there 
cannot be decidua-cells. The question of 
the border-line between the foetal and mater- 
nal tissues belongs to the most difficult in the 
anatomy of the placenta. He says, further, 
that to draw the line between foetal and mater- 
nal tissue from the cells alone is practically 
impossible. 

The similarity of lutein-cells and decidua- 
cells has been so often pointed out that it 
scarcely needs to be mentioned here. It has 
not been my good fortune to have studied any 
of the cases of decidua in the ovary, so I can- 
not say anything of them. Webster believes 
that he can differentiate between the two. 

Ries, of this city, was kind enough to show 
me some of his specimens of proliferated 
endothelial cells in the tube and about the 
appendix. These showed well the difficulty 
one has in trying to diagnose decidua-cells 
from the cell alone. In these cases, pregnancy 
was excluded, and Ries was able to trace the 
origin of the cells to the endothelium of the 
peritoneum; yet von Franqué (32) could well 
have used one of these specimens in making 
his drawing of a pseudo-glomerulus with 
decidua-cells. The fact that adhesions were 
present in most of the cases where decidua was 
described on the peritoneum is a point which 
seems to speak very strongly for the possibility 
of a confusion of proliferated endothelium and 
decidua. 

My specimens illustrate so nicely some of 
the difficulties that one has to contend with in 
the diagnosis of decidua in the tube and on the 
peritoneum, that I thought they might prove 
of interest to those of you who have interested 
yourselves in the subject. 

The specimens came from a case of tubal 





399 


pregnancy operated upon by Dr. Watkins for 
rupture about the tenth week. 1 know nothing 
about the clinical history of the case, nor is it 
necessary for our consideration of the specimens. 

The gross specimens came to me as a part 
of the left Fallopian tube with a dilatation 
about the size of a hen’s egg. The dilatation 
extended to within a centimeter of the fimbria, 
and the tube was amputated close up to the 
other side of it. 

The external surface of the sac showed some 
signs of adhesions, but otherwise nothing of 
special interest. The wall had a rupture in 
its dorso-lateral part, and from this opening 
projected tufts of chorionic villi. Within the 
sac was found a foetus about six centimeters 
in length, and a well-formed placenta. The 
placenta was attached to the inner surface of 
the sac-wall adjacent to the broad ligament, 
and covered somewhat more of the posterior 
than of the anterior surface. The rupture was 
seen to be near the lateral margin of the pla- 
centa, but still within the placental site, as is 


the rule in these cases. 
The sac-wall varied much in thickness. In 
places it was infiltrated with coagulated blood 


and measured as much as a centimeter. At 
the placental site it was thinnest, measuring, 
in places, not more than one half of a milli- 
meter in thickness. The inner surface at this 
point contained elevations in the form of folds 
varying in height from a half to two milli- 
meters or more. Lying close against the inner 
surface of the wall were the chorionic villi, 
making up the placenta, which was about a 
centimeter thick. 

The gross specimen was fixed in ten-per- 
cent formaline, and pieces from various parts 
of the sac-wall were imbedded in paraffine. 
Sections cut from these blocks were handled 
in the usual way, and stained in hematoxy- 
lin and eosin. Some were also stained with 
polychrome methylene blue and van Giessen, 
but nothing was brought out which the first 
sections did not show. An elastic fiber stain 
was also used to bring out points in regard to 
vessels. 

The sections, except one, which I wish to 
call to your attention came from the placental 
site, and were stained with hematoxylin and 
eosin. 
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Microscopically, the sac-wall is made up of 
a fibrous stroma with involuntary muscles and 
blood-vessels. The muscle tissue, in places, 
is much less than the amount found normally 
in the tube-wall, and is not so definitely ar- 
ranged in layers. It also has the appearance 
of being somewhat degenerated. The blood- 
vessels vary much in size and appearance. 
Some are large sinuses with only an endothe- 
lial wall; others are small, with a thick wall, 
and correspond to arteries; while still others, 
of various sizes, are surrounded by and more 
or less filled with cells which seemed to have 
either infiltrated or replaced their walls. 

The connective-tissue stroma of the sac- 
wall, especially near its inner surface, is infil- 
trated with large, round, oval, or polygonal 
cells. The protoplasm of these cells varies 
from a darkly stained coarse granular to a 
transparent vascular. The nucleus is vesicu- 
lar, comparatively poor in chromatin, and 
usually contains one or more nucleoli. These 
cells resemble very closely some of those sur- 
rounding some of the vessels. The cells do 
not lie closely, but have more or less stroma 
between them. In places, one can see that the 
nearer one comes to the surface, the larger the 
cells are, and as one goes deeper, they take on 
more of a spindle shape. 

The question is, whether we have here to do 
with modified connective-tissue cells, in other 
words, decidua-cells, or whether we have the 
connective tissue of the sac-wall infiltrated 
with foetal (Langhans) cells. 

Gebhard (33), in describing the attachment 
of the chorionic villi to the serotina in the uterus, 
says that those of the villi which come in con- 
tact show on their point a marked development 
of the Langhans cells which are arranged in cell 
columns and break through their surrounding 
of syncytium and become so completely united 
with the decidua that it is not possible to 
differentiate the foetal from the maternal tissue. 

One of my specimens shows that very nicely. 
We have the Langhans cells extending beyond 
the end of the villus, becoming more and more 
spindle shape and farther apart. Farther on 
we have cells more nearly round, and finally, 
cells like those described before as filling the 
connective tissue of the sac-wall. One has a 
gradual graduation between the Langhans 
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cells adjoining the villus and the cells within the 
sac-wall. This is undoubtedly what Tassen- 
broek (34) saw and described as a decidua 
foetalis made up of maternal tissue infiltrated 
with Langhans cells. When any one shall 
say that what I have here is not true decidua, 
but maternal tissue infiltrated with Langhans 
cells, I can only say that the cells perhaps fit 
Marchand’s (35) description of fully developed 
Langhans cells, just as well as his description 
of fully developed decidua-cells, but, so far as 
I know, it has never been proven that the 
Langhans cells infiltrate the maternal tissue 
except along the blood-vessels, or when we 
have to do with a malignant growth, as in the 
chorio-epithelioma. Veit, while he believes 
that the trophoblast may grow into the mater- 
nal veins and become completely detached 
from the chorionic villi, rejects the idea of the 
Langhans cells entering the connective tissue 
of the mother. Furthermore, if these cells 
were Langhans cells which had grown into the 
maternal tissues, it seems strange that they 
should be so evenly distributed. It seems to 
me that it is much easier to explain them as 
originating from the connective tissue of the 
sac-wall, and then the smaller cells which lie 
more deeply, and often show a spindle or 
stellate character, would answer well Mar- 
chand’s description of the young decidua-cell. 
It might further be stated that a certain num- 
ber of observers, who believe that decidua is 
developed in the tube, have doubted the de- 
velopment of a decidua serotina, and it has 
seemed strange that only certain parts of the 
sac-wall should develop decidua. It seems to 
me more probable that they have looked 
upon decidua-cells as Langhans cells. 

I wish further to call your attention to cer- 
tain cells surrounding some of the blood-ves- 
sels. While syncytium is unmistakably to be 
seen at places in the lumen, certain of the cells 
in the wall resemble very closely decidua-cells. 
That the vessels which are surrounded with 
these cells are arteries, as was found in Fell- 
ner’s (36) cases, does not seem certain. How- 
ever, some of them may be, and indeed some 
of them appear to be. That all of the cells 
should be foetal in origin does not seem pro- 
bable, and I am of the opinion that there is 
some good reasons for believing, as Fellner and 
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Cornil (37) do, that the vessel-wall may show 
a decidual transformation. 

The other specimen that I shall call to your 
attention did not come from the placental 
site. It shows on its peritoneal surface signs 
of inflammation and a proliferation of endothe- 
lial cells resembling closely decidua-cells. 
That these are not true decidua-cells I think 
is evident. However, if they had developed 
to a somewhat greater extent, and penetrated 
somewhat deeper into the tube-wall that one 
could no longer show their relation to the sur 
face, they could possibly have led to an error. 
Yet these masses can usually, in serial sections, 
be shown to connect with the surface endothe- 
lium, as Ries (38) has done. 

In closing, I wish to thank Dr. Watkins for 
this specimen, and Dr. Zeit for many valuable 
suggestions. 
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MALIGNANT DISEASE OF THE BOWEL — CHRONIC INTESTINAL 
OBSTRUCTION 


WITH AN ANALYSIS OF Two CASES 


By G. PAUL LA ROQUE, M.D. 


Clinica] Assistant, St. Luke’s Hospital; Bedside Instructor in Surgery in Virginia Hospital; Lecturer on Practice of Surgery, University College of 
Medicine, Richmond, Virginia 


HE infrequency of malignant disease 
of the bowel constitutes no real reason 
for its failure of recognition. The 
difficulty of diagnosis and fatality of 

the affection are sufficient cause for a detailed 
report of every case observed. The following 
study of two cases, seen in the service of Dr. 
Stuart McGuire, demonstrates the possibility 
of diagnosis of such affections by a process of 
analysis, based on a systematic study of the 
signs presented in the individual patient; and 
the writer would urge this method of study, 
rather than the unscientific method of guess- 
ing at the diagnosis by exclusion. The 
clinical records of two cases as made at the 
bedside, together with the result of the findings 
at the subsequent operations, are herewith 
appended. 


CASE I. 
Sheltering Arms Hospital, November 2, 1905. 
by Dr. Jeff Nelson. 

Family History. Mother died of a second stroke 
of apoplexy (?), at 70; father, of “‘dropsy,” at 72; 
one uncle died of some liver (?) disease characterized 
by marked indigestion for years; no history of cancer. 

Previous Personal History. Always lived in Vir- 
ginia, and worked hard as a farmer. In early man- 
hood (until twenty years ago) drank alcohol to mod- 
erate excess, occasionally becoming intoxicated. For 
the past twenty years has been a total abstainer. 
Until fifteen years ago, used tobacco freely (chewing 
and smoking); since then has used none. Always 
took meals rapidly, with imperfect mastication, and 
irregularly, without regard to judicious selection of 
food. Rarely suffered from indigestion, though 
occasionally after eating much fat or chewing too 
much tobacco, would suffer from ‘‘ heartburn.’”’ Was 
always exceedingly fond of sweet food, and indulged 
himself accordingly. His digestion was always good, 
and bowels invariably acted regularly. 

Had measles, whooping-cough, mumps (complicated 
with orchitis), in childhood; malarial fever eight or ten 
years ago. With these exceptions has been gener- 
ally well. Examined and accepted five years ago for 
one thousand dollars life insurance. Was never 
severely injured. Until three years ago, considered 


W. H. M., male, age 52, white. Admitted to 
Referred 


himself healthy, and his usual weight was 175 pounds. 
Married at 28; wife and children all healthy. 

Present Illness. Three years ago, while in per- 
fect health, was suddenly, from no apparent cause, 
seized with severe ‘‘colicky” general abdominal pain, 
with no particular point of greatest severity. By 
this he was completely incapacitated, “doubled up,” 
and ‘‘ broke out in a sweat,” though did not collapse. 
This pain subsided within three or four hours, upon 
application of hot turpentine cloths. At this time 
there was no nausea, no vomiting, no constipation 
or diarrhoea, no urinary symptoms. Next day was 
entirely well, and went to work. About eight or ten 
months later, was seized with a similar paroxysm of 
pain, though with prompt and vigorous treatment of 
the same kind this was of short duration. 

About this time (two or three years ago) suffered for 
some months from marked itching and redness about 
the anal and perianal region, which, from scratching, 
became raw. 

He dates his real trouble to September, 1904. At 
this time he began to suffer from moderate griping 
abdominal pain, occurring paroxysmally every few 
days; noticeable looseness of bowels (two or three 
times a day); painful urgent defecation; bloody 
mucoid fecal evacuations, and these would cause 
relief of abdominal pain, and definitely follow this. 
(Previous to this his bowel movements had been one 
every day, regularly after breakfast, and faces were 
well formed.) These symptoms continued all of last 
winter, and sometimes the blood would amount to as 
much as a half-gill. It was always dark in color, and 
occasionally clotted. The diarrhoea was never con- 
fined to morning hours; would be more noticeable, 
perhaps, in the afternoon, and was never observed 
while in bed. 

During the spring of 1905 the obvious passage of 
blood ceased, but the faeces remained dark, soft, and 
mucoid. During the past summer, noted that symp- 
toms were generally less marked, though periodically, 
at irregular intervals, all signs, save bloody evacua- 
tions, would reappear. He worked all summer, 
though he felt below normal, suffering from tired 
feeling, weakness, and slowly progressive loss of 
weight. 

In September, 1905, had, rather suddenly, a recur- 
rence of all symptoms, including marked griping 
abdominal pain, rectal tenesmus, bloody mucoid 
diarrhoea, and to these were added a chill, followed by 
slight fever, marked impairment of appetite, some 
impairment of digestion and conspicuous nausea, 
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though, until two weeks ago, no vomiting. At this 
time had a second chill and recurrence of all symp- 
toms, with, on one occasion, copious, yellow, bitter 
vomiting. 

Since September, has been periodically in and out 
of bed, about the house and farm, though he has not 
been well, and has done only a little work. For the 
past six or eight months has passed much foul flatus 
per anus, has suffered from marked borborygmus, 
and at no time has passed formed feces. During his 
confinement to bed in September, he discovered a 
tumor in abdomen, and found that he could voluntarily 
cause this to change position from left flank to region 
of umbilicus, by change of decubitus or by manipula- 
tion. He can note no positive increase in size since 
September, and the tumor has at no time been tender. 
Thinks he has lost about twenty-five pounds in weight, 
and correspondingly in strength, since last spring. 

Physical Examination. Skin sallow, loose, and pale; 
conjunctive pale. Mentality, special senses, reflexes, 
bones, joints, lymphatics, and lungs entirely negative. 

Distinct atrophy of one testicle. 

Second aortic sound accentuated, arteries tough, 
and pulse of low tension. 

Abdomen soft, freely movable, and not obviously 
distended nor tender. A_ distinct mass, tolerably 
smooth, hard, and spheroid, is felt around the umbili- 
cus, apparently about the size of a large orange, and 
dullness to percussion extends three or four inches in 
each direction about the umbilicus. By manipulation 
aided by lateral decubitus, this mass may be pushed 
to the left flank. The tumor can be easily palpated 
in any position, and moves positively upward and 
downward with expiration and inspiration, respec- 
tively. Lateral movement is also elicited, and by 
manipulation the mass may be displaced from left 
flank to the right as far only as the right rectus muscle. 
No sickening pain or tenderness is elicited by even 
rough palpation. When tumor is in midline there is a 
depression in left flank, and the normal tympany of the 
descending colon is displaced inward to a slight extent. 

Kidneys are not palpable. Left lobe of liver pal- 
pable in epigastrium; gall-bladder not so. 

Liver dullness extends about one or two fingers below 
the costal margin in mid-clavicular line, and with 
tumor in midline is with difficulty separable from this 
by percussion. With tumor in flank the separation 
is distinct. 

Splenic dullness is not enlarged, and is easily sepa- 
rable from that of the tumor. 

Ascending and descending colon are palpable, and 
obviously thickened. 

Stomach: Without artificial distension, tympany 
reaches as high as sixth rib and as low as about two 
inches above umbilicus. Upon being distended with 
air through a stomach-tube with a Davidson syringe, 
the tube passes without difficulty, and the lower border 
of the viscus reaches the level of the umbilicus. Fun- 
dus tympany extends to the sixth left rib, and as 
far to the left as the mid-axillary line. The pylorus 
is located about the outer edge of right rectus and 
level with umbilicus. 
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Gastric capacity, 48 ounces of water. When full, 
the lower border reaches about two fingers below 
umbilicus. No food residue, or blood, or tissue was 
evident to the naked eye in washings, and only a mod- 
erate amount of mucus. Chemical and microscopical 
examinations of contents not made. : 

Colonic distention was not productive of any effect 
on the size, position, or prominence of tumor. 

Sigmoidoscopic Examination. Instrument was intro- 
duced for six inches with no difficulty. At this point, 
distinct resistance was felt and pain caused; by gentle 
pressure and lateral deviation, the resistance was over- 
come, and the instrument passed 14 inches without 
difficulty. 

Mucous membrane is red, vessels injected, but no 
ulceration neoplasm, stricture, excoriations, free blood, 
hemorrhoids, fissure, or fistulae were seen. 

Feces. Soft, watery; foul odor; tarry consistency; 
very dark, almost black, in color, and contain mucus 
in great excess. 

Urine. Shows trace of albumin; 
granular casts. 


no sugar; few 


ANALYSIS OF RECORD 

The family history shows nothing having 
any bearing on the case. From his previous 
personal history it is obvious that for years 
during early manhood the patient very posi- 
tively insulted his digestive apparatus by 
excessive indulgence in alcohol and tobacco, 
and by quantitative and qualitative dietetic 
errors. In spite of this, however, he was 
not a victim of obvious indigestion or of any 
impairment of health, so that even at 47 
years of age he was accepted in a reputable 
company for one thousand dollars life insur- 
ance, and until three years ago considered 
himself in excellent health. 

The present trouble obviously began at the 
age of 49, with a paroxysm of severe intesti- 
nal colic; and this symptom has repeatedly 
recurred. 

A ‘“causeless” colic in one 
age is always a serious symptom. 


’ 


49 years of 
In_ this 
case there was doubtless some invagination 
of the bowel, incident to the presence on its 
wall of a polypus. 

Pruritis ani is most commonly, in men, the 


result of irritating rectal evacuations. Foul, 
bloody, irritating, mucoid evacuations, with 
progressive emaciation, in a man past 50 years 
old denote carcinoma of the bowel. Rectal 
tenesmus indicates location in the large in- 
testine. 

Since September, 1905 (two months), he has 
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had added the symptom-complex of incomplete 
intestinal obstruction, and during his confine- 
ment to bed discovered in his belly a tumor, 
which upon examination possesses the char- 
acteristics showing obvious attachment to the 
splenic flexure of the colon. 

In addition to the fact that all of this man’s 
symptoms were referable to the large intestine, 
perhaps the most positive sign of the tumor 
being attached to this part of the. canal is the 
fact that upon moving the tumor to the middle 
line the normal tympany of the descending 
colon was always correspondingly displaced. 
The obviously thickened colon, together with 
marked borborygmus and exaggerated _ peri- 
staltic sounds further indicate an obstructive 
lesion in the bowel. 

As to differential diagnosis in this particular 
case, little need be said. The absence of gastric 
signs, together with the location of the tumor 
to the left of the middle line, almost excludes 
carcinoma of the stomach. The gastric dila- 
tation was little more than would be expected 
in a man of his age and previous habits, and 
can easily be accounted for by the secondary 
or concomitant gastric catarrh attendant upon 
most chronic lesions of the bowel. 

As to lesions of the spleen and kidney, these 
“an be excluded by the fact that colonic dis- 
tention failed to diminish the area of dullness 
caused by the tumor. There are no urinary 
symptoms. 

DIAGNOSIS 
Chie} Afjections 

Carcinoma of splenic flexure of colon. 

Chronic incomplete intestinal obstruction. 

Chronic concomitant colitis. 

Coincident A ffections 

Secondary anzinia. 

Gastric dilatation. 

Chronic interstitial nephritis. 

Cardiovascular fibrosis. 

Atrophy of one testicle. 


At operation, performed by Dr. McGuire, 
the tumor was found located in the splenic 
flexure, and involving also the descending 
and transverse colon. There were no lesions 
of the surrounding tissue, and the mass the 
size of a croquet-ball was delivered through 
an incision at the left border of the rectus 
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muscle; it was completely removed, and an 
easy end-to-end anastomosis with needle and 
thread was performed. One large gland lo- 
cated in the mesentery was removed with the 
V-shaped portion of this structure, and the 
abdominal wound closed without drainage. 

Examination of the tumor shows it to be an 
enormous cauliflower-like growth, which upon 
microscopical examination by Dr. E. G. Hop- 
kins is shown to be a cylindrical celled adeno- 
carcinoma. 

Convalescence was absolutely uninterrupted, 
and at the end of three weeks the patient was 
discharged without symptoms. 

At the end of four months after the opera 
tion, the patient is apparently perfectly well, 
gaining weight, and feels in better condition 
than for years. 


CASE 2. M. M., male, age 12. 
Luke’s Hospital, February 12, 1906. 
William Sayers. 

Family History. Father and mother, and_ three 
brothers and sisters, healthy; paternal grandmother 
died of phthisis. 

Previous Personal History. Had measles a_ few 
years ago, tonsilitis five years ago, while other members 
of family had diphtheria. 

Was considered a strong boy, though for some little 
time recently has been considered puny, and_ has 
suffered occasional attacks of vomiting from sick 
stomach, and has lost some flesh. 

In the late summer he was struck with moderate 
force on his abdomen by a baseball bat. 

Present Trouble. His mother dates his sickness 
as beginning three weeks ago. At this time, after get 
ting wet and allowing his clothes to dry on him, while 
at school he began to suffer with griping abdominal 
pain, more marked in the left abdomen. With this 
was marked headache and gastric derangement; 
went home from school looking positively sick. At 
this time, as a result of prolonged bladder distention, 
he was unable to void urine, and had to be catheterized. 
For past three weeks he has remained at home, in and 
out of bed, and has suffered recurrent attacks of vomit- 
ing and nausea, griping abdominal pain, obstinate 
constipation, necessitating an enema nearly every day. 
Rectal injections and defecation are painful. His 
mother has noticed that the stools are foul, liquid, and 
contain an excessive amount of mucus, though she has 
not noticed blood. She has watched specially for the 
passage of worms, but none have been passed. 

He has had no signs referable to urinary organs; 
appetite is good; no fever except once, when tem- 
perature was 101°. He has lost flesh very markedly. 

Physical Examination. Abdomen distended, freely 
movable, and, save in the left inguinal region, non- 
tender. Palpation discovers a hard mass, apparently 
about the size of a cocoanut, located in the hypogas- 


Admitted to St. 
Referred by Dr. 
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trium, and having apparently an attachment to the 
left side of the pelvis. The mass is non-tender, save 
over the region of the sigmoid; feels nodular and does 
not fluctuate. There is a slight range of mobility by 
palpation, but respiratory movements are not noted. 
The ascending, transverse, and descending colon are 
palpable, and over these regions is elicited a markedly 
tympanitic note. The tumor is dull to percussion. 
There is no abdominal rigidity. Peristaltic sounds are 
exaggerated; gurgling is audible without placing the 
ear on the abdomen. 

The skin all over the body is loose and dry. Over 
the skin of the abdomen there are signs of local 
applications, said by the mother to be due to anti- 
phlogistine. 

Heart and lungs normal. Liver dullness is not pushed 
upward; splenic dullness is not demonstrable. Bones 
and joints negative. Lymphatics in both groins are 
palpable, but not obviously enlarged. Both testicles 
are in scrotum; prepuce redundant and its orifice 
constricted. 

Rectal examination detects a hard mass in the gut, 
and the pelvic cavity is almost entirely filled. 

Feces, obtained by enema, are liquid, dark brown, 
very foul odor, and contain an excessive amount of 
mucus and reddish brown shreds. 

Urine dark amber, 1022, strongly acid, transparent, 
mucus, no albumin (doubtful trace is reported at pre- 
vious examination), amorphous urates, calcium oxy- 
late crystals, few leucocytes, no red cells; a few hyaline 
casts are reported. 


This case presents the following basis for 
a diagnosis: 

In the first place, while the mother dates his 
illness as of only three weeks’ duration, he has 
undoubtedly been suffering with gastroenteric 
disturbance and gradual loss of flesh for at 
least two or three months. 

Three weeks ago, however, was doubtless 
the onset of signs of intestinal obstruction, and 
this has been positive and almost complete. 

The foul, spurious liquid and mucous pas- 
sages denote concomitant colitis, and the 
progressive emaciation, greater than is caused 
by digestive impairment alone, suggests malig- 
nant disease. 

These, together with an abdominal tumor 
obviously attached to the gut in the sigmoid 
region, constitute a basis for diagnosis of 
malignant disease, and at 12 years of age 
this can be only sarcoma. 


DIAGNOSIS 
Chiej Affections 


Sarcoma of sigmoid. 
Chronic incomplete intestinal obstruction. 
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Coincident A ffections 
Dilatation of colon. 
Concomitant colitis. 

Secondary anemia. 
Congenital phimosis. 


At operation, performed by Dr. McGuire, to 
relieve obstruction; and, if practicable, to re- 
move the growth, it was found that the pelvis 
was filled with a mass reaching as high as the 
umbilicus, and bound by dense adhesions to 
everything with which it came into relation. 

An interesting incidental feature of this case 
was the presence in the small intestine of 
numerous long round worms, visible through 
the wall of the gut. The obstructing mass was 
not made up, however, of these offenders. 

Careful examination confirmed the sarcom- 
atous nature of the growth, whereupon an 
artificial anus was made in the usual way, 
using, however, a strip of skin, instead of the 
usual glass rod, upon which to support the 
gut. The latter was opened two days later, 
and the patient was, of course, relieved of 
the signs of obstruction. The tumor, how- 
ever, continues to grow, and will, of course, 
necessarily, be fatal. 

In conclusion, a few words summarizing the 
cardinal characteristics of malignant diseases 
of the bowel may not be inappropriate. 

In the early stages the subjective signs 
are referred chiefly to the intestinal tract. 
There is always concomitant inflammation 
of this structure, due to the action of micro- 
organisms normally present on its mucous 
membrane, feebly resistant, incident to the 
disease process. A patient habitually consti- 
pated notes generally a “causeless” diarrhoea 
and with this there are recurrent paroxysms 
of intestinal colic. These symptoms call for a 
searching examination for a serious local cause. 

When the rectum and sigmoid are involved, 
the diarrhoea is more noticeable in the morn- 
ing hours, and the higher the lesion, the less 
strikingly is this symptom noted as confined 
to this period of the day. If the lesion is 
above the sigmoid, morning diarrhoea may be 
absent. This is shown by the first case here 
cited, in which the splenic flexure was the 
seat of the disease. This sign is always 
absent during sleep. 
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Rectal tenesmus signifies the location of 
the lesion in the lower eight to twelve inches 
of the canal. 

Diarrhoea frequently alternates with obstinate 
constipation, whatever the location of the lesion, 
but until obstruction is produced, this symp- 
tom is easily overcome. 

Gastric symptoms are inversely in propor- 
tion to the diarrhoea. 

In all cases, the intestinal evacuations are 
excessively foul, semi-fluid in consistency, con- 
taining an excessive quantity of mucus, and 
blood is present, varying in quantity from such 
a small amount as to necessitate chemical tests 
for its demonstration, to obvious exhaustive 
hemorrhages. 

These signs in an individual past forty 
years old, when of more than transient dura- 
tion, and manifesting a tendency to recur 
without provocation, are of serious signifi- 
cance. In children they are often over- 
looked, as shown by the second case here 
reported, in which the mother failed to recog- 
nize illness in her child until the intestinal 
obstruction became almost complete. 

When the rectum is involved, the patient, 
and sometimes the physician, attributes the 
signs to hemorrhoids. Every case of bleed- 
ing from the bowel developing in one after 
the age of thirty-five years should call for 
sigmoidoscopic examination. 

When cachexia occurs, the disease is gen- 
erally past the curative stage. 

Pruritis ani is a significant symptom, and 
until irritating evacuation can be excluded 
as a cause, a neurogenous origin of this symp- 
tom should not be presumed. 

This symptom invariably calls, in men, 
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for a scrutinizing examination for the presence 
of some irritating ejection from the bowel, 
and in old people is a significant sign, when 
associated with colliquative, foul, mucoid 
diarrhoea. 

Frequently recurring intestinal colic, attended 
and relieved by urgent, foul, bloody, mucoid 
diarrhoea and obvious hemorrhage from the 
intestinal canal, when coupled with progressive 
weakness and emaciation, in an individual 
fifty years old, practically indicate, we might 
almost say, only one thing; namely, cancer 
of the bowel. 

Finally, an abdominal tumor may be dis- 
covered, but, save when the lesion is beyond 
the reach of the longest sigmoidoscope, the 
affection should be recognized before the 
tumor appears. The characteristics of tu- 
mors at the sigmoid and at the splenic flex- 
ure are perfectly illustrated by the above two 
cases. 

At the hepatic flexure and at the cacum 
the intestinal attachment of such tumors is 
more difficult to demonstrate. In the latter 
region the mass may be difficult to differentiate 
from that produced by an appendiceal abscess. 
Indeed, these two affections may be com- 
bined, since it has been shown that a goodly 
number of cases of chronic appendicitis in 
individuals past middle age have for their 
origin carcinoma of this structure. The differ- 
ential diagnosis as to the exact origin of a 
tumor in the region of the hepatic flexure must 
take into consideration, especially, gall-bladder 
tumors, mobility of the kidney, pyloric and 
pancreatic enlargements, and it is not the 
purpose of this contribution to present a de- 
tailed study of such differential diagnosis. 





398 
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THE TREATMENT OF PLACENTA PRAEVIA BY CAESAREAN SECTION 


WitH REpoRT OF Two CASES 


By A. P. CONDON, M. D., OmaHa, NEBRASKA 


Professor of Surgery, Creighton Medical College; Surgeon to St. Joseph and Wise Memorial Hospitals 


WISH to present the history of two cases 
of placenta previa centralis which have 
come into my hands, and upon which I 
performed Ciesarean section. 


Case 1. Mrs. L., age 36, multipara, was brought 
to the hospital at 1 A. M. on December 5, 1905, by Drs. 
Nesbit and Arthur, from Tekamah, Nebraska. She 
gave the following history: Was married November 
11, 1897. Her first child was born in February, 1899. 
This labor was normal and easy, as were also her two 
succeeding confinements. In April, 1904, she aborted 
at the third month, at which time she flowed consider- 
ably. Since the abortion the patient stated she has 
never been perfectly well. 

Last menstrual flow the 11th ‘of March, 1905. In 
August, 1905, she had the first hemorrhage, which 
was slight. The second hemorrhage occurred in Sep- 
tember, 1905, and was more profuse than the first, but 
she did not consult her physician. The third hem- 
orrhage, which was quite profuse, occurred three weeks 
before her operation. On December 4, 1905, she 
was taken with severe bleeding. Dr. Nesbit was 
called, and after an examination the condition of 
placenta previa centralis was diagnosed, and Dr. 
Arthur of Omaha was called in consultation. The 
attending physicians, realizing the seriousness of her 
condition, brought her at once to the hospital. The 
hemorrhage had ceased, there being only slight oozing, 
which was increased by the examination. She had 
had no pain. I found the os dilated to the size of a 
half-dollar, somewhat rigid, and completely covered 
by the soft boggy placenta. The child was alive. 
The woman was ina very anemie state from excessive 
loss of blood; pulse 120 and weak. Czsarean sec- 
tion was determined upon as being the safest procedure 
for both mother and child. She was prepared, and 
the operation done according to the technique which 
I shall presently describe. 

The time consumed from the beginning of the an- 
esthetic until the child was delivered through the 
abdominal wound was just six minutes; entire opera- 
tion occupied twenty-five minutes. The uterus con- 
tracted nicely; there was no difficulty in removing 
the placenta, and no paralysis of the lower uterine 
segment, the hemorrhage being less than in a normal 
labor. The child cried immediately, and showed no 
signs whatever of asphyxia. It appeared well developed 
and at term. The wound healed by primary union, 
and the patient made an uneventful recovery. The 
mother and child left the hospital at the end of two 
weeks’ time. 

Case 2. On the night of December 26, 1905, Dr. 
Houghton and myself were called by Dr. Arthur to 


see Mrs. B., who gave the following history: Age 22 
years; one child, age 2 years. In December, 1905, 
she had a miscarriage at five months. The patient 
was not certain about the present pregnancy, but 
believed herself to be within six weeks of.term. While 
sitting at supper on the evening of the 26th, she sud- 
denly felt a profuse vaginal discharge, which, upon 
examination, proved to be blood. The hemorrhage 
was so profuse that she did not attempt to get into 
bed alone, but was assisted by a neighbor, who was 
in her home at the time. Dr. Arthur was called and 
made the diagnosis of placenta previa. The patient 
had had no pain and no previous hemorrhage. 

Dr. Houghton and myself saw the case a couple 
hours later and verified the findings of Dr. Arthur. 
The os was dilated only to admit the index finger, 
which came in contact with the placenta. A vaginal 
tampon was inserted. The patient was removed to 
the hospital in an ambulance. In three hours the 
vulvar dressings were saturated, and the section was 
immediately done. The child was alive and in good 
condition, and while not large, appeared well developed. 
The uterus contracted well, and while the hemorrhage 
from the placental site was more profuse than in case 
1, it was not alarming, and was quickly controlled by 
hot packs. The placenta was attached more to the 
left, and the internal os was covered by its right mar- 
gin. Had there been more dilatation, we should pro- 
bably have been able to feel the edges of the placenta 
by vaginal examination. The cut edges of the uterus 
bled considerably, but was checked by compression 
with Doyen intestinal clamps. The time of the opera- 
tion was thirty minutes. The case progressed nicely 
until the fourth day, when she developed some tem- 
perature. An intrauterine douche was given and some 
retained clots were washed away. She carried several 
degrees of temperature for about a week. This symp- 
tom subsided; there was no abdominal tenderness 
and no distention, and the wound healed by first in- 
tention. The patient made a good recovery. Mother 
and babe left the hospital at the end of a month. 


The following technique was used in the 
above cases: Before the operation the patient 
received sixty minims of an equivalent of the 
fluid extract of ergot hypodermatically. The 
patient was then placed upon the table and 
the abdomen prepared ready for the incision 
before the anesthetic was begun. Chloride 
of ethyl with ether sequence was the anesthetic 
used. An incision was made through the left 
rectus muscle, commencing two inches above 
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the umbilicus and extending four inches be- 
low. In the latter weeks of pregnancy the 
bladder becomes elevated in front of the lower 
uterine segment until it is practically an abdomi- 
nal organ, so that in making the abdominal 
incision this fact must be kept in mind. Large 
sponges were packed around the uterus. It 
is unnecessary to bring the uterus outside of 
the abdominal wound, except in cases where 
one is suspicious of an infection within the 
uterus. To bring out the uterus, one must 
make a much longer incision; there is more 
trauma to the abdominal contents, and un- 
necessary tension upon the pelvic ligaments. 
The edges of the wound were retracted by an 
assistant, and a longitudinal incision of several 
inches was made through the uterus down to 
the membranes, but not through them. Then 
with the scissors the uterine incision was 
enlarged until about the same length as the 
abdominal. Avoid making the incision toward 
the cervix, but as much upon the fundus as 
possible, on account of the vascularity of the 
uterus in the region of the cervix. If there 
is much bleeding from the cut surface of the 
uterine walls, as there was in case 2, the hem- 
orrhage can be controlled by applying a long- 
bladed forceps with a light spring, such as a 
Doyen intestinal clamp, using just enough 
force to compress the vessels, but not sufficient 
to bruise the tissues. The membranes were 
ruptured with the scissors and the child ex- 
tracted, taking hold of the part which first 
presented. In both cases here reported, the 
presentation was a vertex. 

The cord was cut between two clamps, and 
the child given to an assistant. A few minutes’ 
time was allowed for the uterus to contract 
and for the placenta to loosen naturally. If 
the placenta does not loosen, it can be removed 
with the hand. The uterus was then packed 
with hot compresses to check the bleeding. 

An assistant should be instructed as to how 
to compress the uterine arteries in case the 
uterus does not contract and check the hem- 
orrhage from the placental site. The placing 
of the elastic ligature before opening of the 
uterus is unnecessary, and one can see how 
it might do harm. The uterine cavity was 
closed with a continuous suture of No. 4 plain 
catgut. The continuous row was begun at 
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the cervical extremity of the incision; this 
was reinforced with three or four interrupted 
sutures of the same. The peritoneum, where 
not closely approximated, was brought to- 
gether with fine catgut sutures similar to a 
Lembert. 

The abdominal wound was closed by over- 
lapping the aponeurosis in the same manner 
as in the Mayo operation for umbilical hernia. 
If closed in this way, there is very little danger 
of a hernia developing in the cicatrix. 

Before the abdomen was closed, several liters 
of normal salt solution were poured in. 

It is not my intention, in presenting this 
paper, to go into the xtiology and symptom- 
atology of placenta previa, which you can get 
better in the various text-books, nor to tire 
you with the various opinions of obstetricians 
and surgeons upon this subject, but simply to 
present a few personal reasons for believing 
Cesarean section to be the proper procedure 
in cases of central implantation of the placenta 
where the child is alive and viable. In lateral 
implantation, other methods of treatment give 
a fairly good chance to both mother and child. 
In these cases one may act conservatively. 

The condition of placenta prievia is difficult 
and trying to the general practitioner when 
he is so situated that he cannot call a specialist 
to his aid. However, as a rule, I believe that 
the physician is just as capable of doing a 
Cesarean section in an emergency as he is to 
pass two fingers through an undilated os in 
a case of a centrally attached placenta and do 
a podalic version. 

Dr. Deaver, in an article on “Cvesarean 
Section for Placenta Prievia,” which appeared 
in the Journal oj the American Medical Asso- 
ciation, April 30, 1904, makes the following 
remark: ‘I selected Cesarean section as the 
lesser of the two evils, and as an operation 
with whose technique I was more familiar, 
and therefore one with which I was more likely 
to have success than with podalic version under 
such unfavorable circumstances.” For this 
assertion he has been unjustly criticised in 
articles and in discussions which have since 
been published. Dr. Deaver has been quoted 
as meaning that he was incapable of doing a 
podalic version, and therefore did the section. 
This he did not mean, but he did the section 
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because he could do it more cleverly under 
the circumstances, and because he believed 
by a section he would give the mother and 
child the best chance of living. Had he thought 
a version and extraction the proper procedure, 
and believed himself incapable of doing it, 
he would have called assistance. The results 
obtained show his good judgment in the case, 
as both mother and child lived. 

My experience in the treatment of placenta 
previa has been limited, but I have seen the 
work and the results in the clinics of some of 
the leading gynecologists where the version 
method is employed exclusively, and the mor- 
tality to the mother was much higher than if 
Cesarean section had been the treatment used. 

In our first case the woman was very much 
exsanguinated, and I am sure the results would 
have been different had a dilatation and ver- 
sion been done. By Cesarean section we were 
able to control the hemorrhage and prevent 
shock with abdominal saline. 

Holmes has, in a recent article, tabulated 
the cases of placenta previa treated by Czsa- 
rean section. The cases of Willard, Lanphear, 
and Morris he excludes from the number, as 


having been performed so early in pregnancy 
as really to come under the head of “‘hysterec- 
tomy for miscarriage.” 

Out of 25 cases reported by Holmes, and 
from which he deducts his statistics, 5 of the 


25 women died. They were all desperate 
cases, and with the exception of Donoghue’s 
case, which died from an ileus due to adhesions 
to the abdominal wound, the other four would, 
no doubt, have succumbed to any form of 
treatment, judging from the remarks regard- 
ing the cases. In Sligh’s case the woman was 
supposed to have had a carcinoma of the cer- 
vix. In the case of Hypes and Hulbert, sec- 
tion was performed as a last resort. The case 
reported by Gillette, and which also died, 
was allowed to bleed for a month, and was, 
no doubt, “in extremis’’ before the operation 
was done. The case of Hare, which was 
similar to Géillette’s, refused treatment for 
twenty-eight days, and ended fatally after 
section. Two of the five fatal cases were 
central implantation, two were partial, and 
the variety of the fifth is not stated. 

The maternal mortality was 20 per cent, 
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which is not high, taking into consideration 
the seriousness of the cases and remember- 
ing that section was a last resort after various 
other methods of treatment had been tried. 
There is no doubt in my mind that in cases 
of placenta previa, when the operation of Cz- 
sarean section is done early, and before the 
woman is exhausted -from hemorrhage and 
before temporizing measures of various kinds 
are resorted to, the percentage of mortality 
can be cut down to as low a figure as ordinarily 
attends a simple laparotomy. 

The infant mortality has been much de- 
creased by section. The statistics in the cases 
reported are not accurate, for some of the 
children were not viable, and were dead at 
the time the operation was done. In reckon- 
ing the infant mortality, only such cases should 
be included which succumb within a short 
time after birth or which die as a direct re- 
sult of the treatment, and cases dying ten, 
fifteen, or thirty days after delivery should not 
be counted. 

Some of our leading gynecologists regard 
the operation of Cesarean section for placenta 
previa unjustifiable. The main argument 
used is, that by version and the bringing down 
of the leg or body of the child, the placenta 
will be sufficiently compressed to check the 
hemorrhage. By this method the mother is 
supposed to have a better chance, but the 
infant is almost invariably sacrificed. This, 
to my mind, is not only wrong from a moral 
standpoint, but from the standpoint of profes- 
sional honor. It is the duty of the physician 
to give to each an equal right to life. We 
should not follow the advice of Schroeder 
when he says “‘that those who would aim at 
the most happy results in the treatment of 
placenta previa take the least possible con- 
sideration of the child.” 

The argument has been advanced that a 
large percentage of these children are pre- 
mature, and die the first few days of life, and 
therefore it does not matter if they succumb 
while being extracted. To act upon such a 
principle in the practice of medicine is below 
the dignity of reputable physicians. 

Again, whether we use the child’s body, 
rubber bag, or tampon, often the compression 
is not sufficient to check the hemorrhage; the 
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bleeding continues concealed within the uterine 
cavity. If there is inertia of the lower uterine 
segment, it will be almost impossible to con- 
trol the bleeding by the vaginal route. Miiller 
found adhesions of the placenta in 22.8 per 
cent of cases of placenta previa. 

One must bear in mind the ease with which 
rupture of the uterus may occur in previa 
cases if forcible dilatation and version is at- 
tempted, owing to the pathologically dilated 
uterine segment and the exaggerated paraly- 
sis of the placental site. Strassman lost 7 
women out of 231 cases of placenta previa, 
from lacerations of the cervix, produced en- 
tirely by too rapid extraction. 

I wish to take issue with Holmes, who, in 
a recent article in the Journal of the American 
Medical Association, says, ‘‘The combination 
of imperfect retraction of the lower segment 
and placental adhesions would seriously com- 
promise the technique of Cesarean section, 
which, with the concomitant anemia, would 
directly jeopardize the life of the woman.” 
It is just for the above conditions that Caesarean 
section is indicated and not contraindicated. 
There is no better way of overcoming the lack 
of uterine contractility, placental adhesions, 


and preventing the increasing anemia than by 


Cesarean section. We have the uterus in our 
hands, the vessels can be compressed by the 
fingers of an assistant or by forceps, and hot 
packs can be applied directly to the placental 
site, and then if we find the hemorrhage is 
uncontrollable and the uterus does not con- 
tract, a Porro can be done. The conservative 
method of operation should always be the one 
chosen, unless the hemorrhage cannot be con- 
trolled or there is infection present. I do not 
believe, as some advocate, in doing a Porro 
to prevent the possibility of an infection when 
it does not already exist. 


We are all agreed that cases of placenta 
previa are very liable to infection, being, as 
is often the case, extremely anemic from pre- 
vious hemorrhage. There is less likelihood 
of infection occurring when the case is taken 
early and a Cesarean section done, than when 
temporizing measures are used and dilatation 
and version performed. 

The operation of Cesarean section is re- 
garded by many as being a most hazardous 
procedure, while in fact it is not a difficult 
operation. Before the days of antiseptic sur- 
gery, Cesarean section, like every major opera- 
tion, was attended with a frightful mortality; 
but since surgical technique has advanced to 
its present state, the mortality has decreased 
to a very low percentage. Zweifel has per- 
formed 76 Cesarean sections with one death, 
and Reynolds 23 with no deaths. The records 
of a number of other operators are equally as 
good. 

The operation of vaginal Cesarean section 
described and used by Diihrssen should not 
be done in placenta previa, owing to the great 
danger of hemorrhage from the placental site. 

To recapitulate: 

1. In placenta previa centralis, when the 
child is alive and viable, the procedure indi- 
cated is Cesarean section. 

2. The life of the unborn babe (when viable) 
is as much to be thought of as that of the 
mother. 

3. The operation of Caesarean section can 
be done more quickly than dilatation, version, 
and extraction. 

4. The danger of a ruptured uterus and 
uncontrollable hemorrhage can be better over- 
come by section. 

5. An obstetrician should not attempt a 
version unless he is capable of doing a Cwsa- 
rean section. 
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HAVE thought that it might be inter- 

esting, and perhaps instructive, to bring 

before you the results following the arti- 

ficial termination of pregnancy in the first 
five thousand women delivered in the Obstetri- 
cal Department of the Johns Hopkins Hospital, 
and afterwards to give my impressions of 
the relative merits of the various procedures 
employed. 

In this series of cases it was thought necessary 
to induce premature labor in eleven and to re- 
sort to accouchement forcé in one hundred 
instances, as follows: 


Induction of premature labor by Krause’s 
method 

Accouchement forcé by Harris’s method of 
manual dilatation of the cervix 


Accouchement forcé by Champetier de Ribes 
balloon 

Accouchement forcé by vaginal Cesarean 
section 


I shall consider each group separately, and 
afterwards give a brief résumé of my views con- 
cerning the treatment of the various conditions 
in which the premature termination of preg- 
nancy may be indicated. 


THE INDUCTION OF PREMATURE LABOR BY MEANS 
OF A BOUGIE (KRAUSE’S METHOD) 

This procedure was employed in all cases in 
which it was deemed advisable for the welfare 
of the mother to terminate pregnancy, but in 
which rapid emptying of the uterus was not 
necessary. 

Under such circumstances, after exposing the 
cervix by means of a bivalve speculum, a long 
rubber catheter 10 to 12 mm. in diameter was 
introduced as far as possible into the uterine 
cavity and held in place by a vaginal pack of 
sterile gauze. This was usually accomplished 


without difficulty, and, as a rule, gave rise to 
uterine contractions within twenty-four hours; 
though, exceptionally, a longer period and the 
introduction of a second bougie was necessary 
to bring about the desired result. After the 
onset of pains, labor usually progressed spon- 
taneously and the patients were delivered with- 
out difficulty. 

This method was employed in the following 
conditions: 


Cardiac lesions with broken compensation.. 2 
Pre-eclamptic toxemia 

Retention of dead foetus 

For experimental purposes. ..... 

Hydramnios 

Intrauterine infection during pregnancy.... 1 
Overdevelopment of child 


All of the patients recovered, and upon 
examination at the time of discharge, the 
cervix was found to be uninjured in g and 
only slightly torn in 2 cases. 


HARRIS’S METHOD OF MANUAL DILATATION OF 
THE CERVIX 

This method was employed in 83 instances, 

as follows: 

“clampsia 

Pre-eclamptic toxemia 

Placenta previa 

Danger to mother or child during the 
course of labor 


1. Eclampsia. Accouchement forcé was re- 
sorted to in 33 cases of eclampsia, with 7 deaths. 
As 5 of the patients did not regain conscious- 
ness after delivery, their deaths must be attrib- 
uted to the underlying disease. On the other 
hand, 2 patients died as the direct result of the 
operation, one from infection and the other 
from incomplete rupture of the uterus. 


1 Read by title before the American Gynecological Society, Hot Springs, Virginia, May, 1906. 
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A better idea of the efficiency and dangers of 
the operation may be gained from the consider- 
ation of the condition of the cervix as noted 
immediately after delivery or at examination 
prior to discharge. Thus, it was uninjured 
in 11, slightly torn in 3, and deeply torn in 19 
instances; while in 6 of the latter cases the lacer- 
ation was so deep as to give rise to serious 
hemorrhage, and to require immediate repair. 
Moreover, it is probable that these figures do 
not accurately represent the extent of the 
damage, for the reason that in some of the 
earlier cases a special note was not made con- 
cerning the condition of the cervix at the time 
of discharge. Therefore it may well be that 
a few cases of moderate laceration escaped 
detection, as it has always been my rule not to 
make a vaginal examination at the conclusion 
of the third stage of labor, unless imperatively 
called for. 

It is manifestly impossible in many cases to 
state whether the injury was the direct result 
of the manual dilatation or followed an attempt 
to drag the head through an imperfectly dilated 
cervical opening. At the same time, this dis- 


tinction is of but slight importance, as in either 
event the damage should ultimately be attrib- 


uted to the operation; for if it did not give 
rise to the deep tear directly, it nevertheless 
contributed to its production, in that it failed 
to bring about sufficient dilatation to permit 
prompt delivery. 

Still further information as to the value or 
danger of the operation may be gained by con- 
sidering the condition of the cervix prior to 
dilatation, and noting what relation, if any, it 
bore to the occurrence of laceration. For this 
purpose I have divided the cases into four 
groups: 

(a) Cervical canal intact, external os not 
dilated. 

(b) Cervical canal obliterated, external os not 
dilated. 

(c) Cervical canal obliterated, external os 
less than 4 cm. in diameter. 

(d) Cervical canal obliterated, external os 
more than 4 cm. in diameter. 


(a) In 13 of the eclamptic cases the cervical 
canal was intact and the external os not dilated 
at the beginning of the operation. Under such 
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conditions it was necessary to effect preliminary 
dilatation by means of Goodell’s or Hegar’s 
dilator, in order to permit the introduction of 
the tips of two fingers, after which dilatation 
was completed by Harris’s method. Such oper- 
ations, as a rule, were extremely difficult, and 
required 30 to 60 minutes or longer for their 
completion. Of these 13 patients, 4 died; 2 
did not come out of coma, while the other 
2 deaths were directly attributable to the op- 
eration, one from incomplete rupture of the 
uterus and the other from infection, as shown 
by the following histories. 


Case 496. A 48-year-old nullipara, Entered the 
hospital for toxeemia of pregnancy. While under treat- 
ment, she had two eclamptic attacks. At that time 
the cervix was found to be quite hard, the external os 
admitting the tip of the finger. Dilatation was effected 
without great difficulty by Harris’s method, and the 
child turned and delivered. ‘There was no hemorrhage 
after the extrusion of the placenta, though the patient 
was considerably shocked, but rallied without difficulty. 
Six days later she had a profuse uterine hemorrhage, 
from which she died, in spite of packing the uterus and 
the use of saline infusions and vigorous stimulation. 
No autopsy was permitted, but vaginal examination 
showed that the hemorrhage in all probability came 
from a deep cervical tear extending up into the lower 
uterine segment and the base of the broad ligament. 

CASE 571. A 21-year-old nullipara. Was admitted 
to the hospital in the seventh month of pregnancy, 
conscious, but very drowsy, with a history of having had 
twelve convulsions. The routine pelvic measurements 
were, 22, 24.5, 28, 17.5, and 11.75 cm. The cervix was 
very hard, and almost cartilaginous in consistency, 
while the external os would not admit the tip of the 
little finger. Dilatation was begun with Goodell’s 
instrument, and after an hour’s effort the cervical canal 
would admit only the little finger, so that it was out of 
the question to attempt Harris’s method. Accordingly, 
a small Champetier de Ribes balloon was introduced, 
and on withdrawing it 24 hours later, the cervix was 
found to be considerably softened, but only sufficiently 
dilated to admit the index finger. Further dilatation 
was effected by means of Hegar’s graduated bougies, 
and finally by Harris’s method. At this time at least 
one hour was required to bring about sufficient dilata- 
tion to permit version and extraction of the dead 
foetus. The cervix was deeply torn, but as it did not 
give rise to hemorrhage, it was not repaired. Death 
occurred 11 days later, from infection, which the autopsy 
showed was clearly attributable to the prolonged 
manipulation and injury to the cervix. 

These 2 deaths do not exhaust the untoward 
effects of manual dilatation in this class of 
cases, as we find that the cervix was uninjured 
in only 3 instances, while it was slightly or 
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deeply torn in 3 and 7 cases, respectively. 
Three of the latter gave rise to profuse hemor- 
rhage, and required immediate repair. 

(b) Harris’s method was employed in 7 cases 
in which the cervical canal was obliterated, but 
the external os not dilated. In this group of 
cases, manual dilatation was usually effected 
without great difficulty. One patient died in 
coma, while the other six recovered. Even 
under such circumstances the operation cannot 
be said to be absolutely devoid of danger, as 
the cervix was uninjured in only 2 instances, 
while it was deeply torn in 5 cases, 2 of 
which required immediate repair on account 
of profuse hemorrhage. 

(c) In 11 cases the cervical canal was oblit- 
erated and the external os dilated to less than 
4cm. Under such circumstances, the comple- 
tion of dilatation by Harris’s method was 
usually very easy, and could be effected within 
a few minutes. One patient died in coma, 
but none from the effects of the operation. The 
cervix was not injured in 5, but was deeply torn 
in 6 cases, 1 of which gave rise to profuse hem- 
orrhage, and required immediate repair. 

(d) In 2 cases the cervical canal was oblit- 
erated and the external os dilated to more than 
4 cm. in diameter. Completion of dilatation 
by Harris’s method was readily effected. Both 
patients recovered, but in one the cervix was 
deeply torn. 


Accouchement 


2. Pre-eclam ptic Toxemia. 
forcé by Harris’s method was resorted to in 7 


cases of pre-eclamptic toxemia. In each in- 
stance the cervical canal was intact and the 
external os not obliterated. Preliminary dila- 
tation by means of Goodell’s or Hegar’s dilators 
was necessary before Harris’s method could be 
employed, and the operation was usually diffi- 
cult and required considerable time. Two of 
the patients died — one from toxemia and the 
other from incomplete rupture of the uterus, 
due to the operation. 

In this instance (case 1126), a 34-year-old 
y-para, 64 months pregnant, was admitted to 
the hospital with marked albuminuria, very 
extensive oedema, and presented muscular 
twitchings, with every symptom of impending 
eclampsia. The pelvis was normal and the 
small child lay in the left sacro-iliac anterior 
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position. The cervix was already partially 
dilated, its canal being 2 cm. long, and the 
external os readily admitted two fingers. 

As eclampsia appeared to be imminent, ac- 
couchement forcé was deemed necessary, and 
the cervix was readily dilated by Harris’s 
method, without appreciable tear, after which 
a markedly oedematous child was extracted 
without difficulty. There was considerable 
hemorrhage during the third stage, and as the 
placenta could not be expressed by Credé’s 
maneuver, it was removed manually, when it 
was found to be immensely dropsical and 
weighed 1,200 grams. Upon introducing the 
hand into the uterus, a deep tear was discovered 
on the left side of the cervix, which extended up 
into the broad ligament, giving rise to a cavity 7 
or 8 cm. in diameter, which was separated from 
the abdominal cavity only by the peritoneum. 
After tightly packing the cavity with gauze, the 
hemorrhage apparently ceased, and the patient 
was put back to bed in good condition. ‘Two 
hours later, however, she suddenly became 
pallid, and died in collapse in less than half 
an hour. An autopsy was not permitted, but 
vaginal examination after death showed the 
presence of a large subperitoneal haematoma, 
which had originated from the incomplete rup- 
ture of the uterus. 

In 2 of the 7 toxeemic cases the cervix was not 
injured. It was slightly torn in 2 and deeply 
torn in 3 cases, one of these being the case just 
described, while in another instance immediate 
repair was necessary, on account of hemorrhage. 

3. Placenta Previa. Accouchement forcé 
by Harris’s method was employed in 12 cases 
of placenta previa, in 4 of which the cervix 
was intact, while in 8 the cervical canal was 
obliterated and the external os more or less 
dilated. Three patients died, 2 of whom were 
brought to the hospital in an exsanguinated 
condition, and died in collapse immediately 
after delivery, but in neither instance could the 
fatal termination be attributed to the operation, 
as there was no injury to the cervix. The 
third patient, however, died from hemorrhage 
following an incomplete rupture of the uterus, 
which resulted directly from the manual dilata- 
tion of the cervix. 

This patient (No. 1297), a 44-year-old viii-para, was 
sent to the hospital markedly exsanguinated, following 
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repeated hemorrhages. The pelvis was normal, and 
the nearly full-term child lay in the left occipito-iliac 
anterior position. On examination, it was found that 
one had to deal with a complete placenta previa, and 
that the cervix was soft and partially obliterated, the 
external os being 24 cm. in diameter. During the ex- 
amination, the hemorrhage became so alarming that 
it was thought advisable to complete dilatation by 
Harris’s method. This was readily accomplished, 
though the cervix was felt to tear during the latter 
part of the operation. The dead child was turned 
and extracted without difficulty. As there was profuse 
hemorrhage after the extrusion of the placenta, the cer- 
vix was brought to the vulva, and as it was found to be 
deeply torn on the left side, it was repaired at once, and 
the hemorrhage apparently ceased. Four hours later 
the patient suddenly died, and at autopsy a large sub- 
peritoneal hematoma was found on the left side of the 
uterus, which had originated from an incomplete tear 
of the lower uterine segment above the sutures. 


Including this case, the cervix was slightly 
torn in 1 and deeply torn in 6 instances, in 5 
of which immediate repair was necessary in 
order to check hemorrhage. 

4. Danger to Mother or Child. In 31 women 
who had already fallen into labor, dilatation 
of the cervix was completed manually by 
Harris’s method when some condition had 
arisen which so seriously threatened the life 
of the mother or the child as to render the im- 
mediate termination of pregnancy necessary. 

The following indications necessitated inter- 
ference: 

Intrapartum infection 

Exhaustion, as indicated by a pronounced 
rise in the maternal pulse 

Marked variations in the foetal heart-rate.... 5 

Prolapsed cord 

Various indications 


With one exception, all of the mothers re- 
covered without difficulty, and the single death 
was in no wise connected with the operation, 
but was due to profound disturbances resulting 
from a partial intestinal obstruction and an 
extensive thrombosis of the vessels of the left 
leg originating during pregnancy. This case 
was reported in detail by F. C. Goldsborough in 
the Bulletin of Johns Hopkins Hospital for 1904. 

In this series of cases the cervical canal was 
obliterated in every instance, while the external 
os was less than 4 cm. in diameter in 9 and 
dilated to a greater extent in 22 cases. On dis- 
charge, the cervix was found to be uninjured 
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in 20 instances, slightly torn in 6 and deeply 
torn in 5 cases, only one of which, however, 
required immediate repair. 

Upon summarizing the results obtained, it 
is found that Harris’s method was employed 
in 83 cases, as follows: 

Deaths 
Eclampsia 
Toxzemia 
Placenta previa 
Danger to mother or child at time 
of labor : I 


Of the 13 deaths, 4 were clearly due to the 
operation (4.82 per cent), 1 patient having died 
from infection and 3 from hemorrhage follow- 
ing incomplete rupture of the uterus. Each 
of these deaths occurred in my own hands, so 
that no blame can be attached to my assistants. 
Moreover, it should be noted that they all oc- 
curred in the first 2,500 cases, so that several 
of them, at least, must be regarded as the pre- 
mium paid for experience. 

The condition of the cervix following the 
operation is shown in the following table: 
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It would therefore appear that the cervix 
was not injured, or only slightly torn, in 50 
out of 83 cases, while it was deeply lacerated 
in 33 (39-79 percent). In 14 of the latter (17 
per cent) it was so deeply torn as to give rise 
to profuse hemorrhage and require immediate 
repair. Moreover, it is evident that the re- 
sults were much worse in placenta praevia than 
in any other condition, as one half of the cases 
were deeply torn and 42 per cent required 
immediate repair. 


CHAMPETIER DE RIBES BALLOON 


My experience with this method of cervical 
dilatation is comparatively limited, as it was 
employed in only 15 instances, viz.: Danger 
to mother or child, 12; eclampsia, 1; toxemia, 
1; and placenta previa, 1. All of the patients 
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recovered. The cervix was uninjured in 6 
cases, while it was slightly or deeply torn in 
3 and 6 cases, respectively. In 2 of the latter, 
hemorrhage necessitated immediate repair. 


VAGINAL CESAREAN SECTION 


In the five thousand cases under considera- 
tion, vaginal Cesarean section was employed 
twice, once for eclampsia and once for pro- 
found toxemia associated with twin pregnancy. 
In both instances the operation was very suc- 
cessful from a technical point of view, although 
one of the patients died, partially from hem- 
orrhage following uterine atony, and _ partially 
from the underlying intoxication. 

CRITIQUE OF METHODS 

From my experience in the series of cases just 
considered, as well as in my private practice, 
I would draw the following conclusions con- 
cerning the relative merits of the various oper- 
ative procedures for the premature termination 
of pregnancy. 

(a) Krause’s Method. This is the safest 
method at our disposal in any case in which 
immediate delivery is not urgently indicated. 
It should therefore be the method of choice 
whenever the termination of pregnancy is de- 
manded in cases of broken-heart compensation, 
pyelonephritis, retention of dead foetus, and 
various other indications, but particularly in 
all cases of toxemia which have grown gradu- 
ally worse in spite of appropriate treatment, 
though an outbreak of eclampsia does not 
appear imminent. Its only drawback con- 
sists in its comparative uncertainty, as one 
has no means of predicting in a given case 
whether pains will supervene within a few hours 
after the introduction of the bougie, or whether 
it will be necessary to introduce a second one 
at the end of twenty-four hours. In the vast 
majority of cases, however, labor sets in within 
this period, and progresses in a most satisfactory 
manner, with a minimum amount of disturb- 
ance. 

(b) Harris’s Method of Manual Dilatation. 
It is difficult to give a perfectly just estimate 
of the value of this procedure, though, as the 
result of my experience, I feel that it is both 
difficult and dangerous in all cases in which the 
cervix is intact and the external os not obliter- 
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ated, except in the occasional instances in which 
the entire cervix is unusually softened. 

Exceptionally, the cervix is so rigid that even 
preliminary dilatation cannot be effected, and 
under such circumstances it will naturally be 
impossible to resort to Harris’s method. I 
have met with only one _case of this description, 
and have already pointed out that the death of 
the patient from infection was clearly attribu- 
table to prolonged and unjustifiable attempts 
at dilatation by various methods. 

More frequently it is possible to dilate the 
cervix sufficiently to admit two fingers by means 
of the instruments of Goodell or Hegar, after 
which further dilatation may be effected by 
Harris’s method. In many instances, however, 
this is very difficult, and can be accomplished 
only at the expense of a deep cervical tear, which 
sometimes extends far up into the lower uterine 
segment, and gives rise to an incomplete rupture 
of the uterus. 

Accordingly, I do not believe that dilatation 
by this method should be attempted in this class 
of cases, unless the cervix is so soft that it will 
presumably offer but slight resistance. In all 
other cases it would seem to be more conserva- 
tive to resort to vaginal Cesarean section, or 
confine one’s self to purely medicinal treatment, 
if not prepared to resort to radical surgical 
measures. 

On the other hand, manual dilatation is com- 
paratively safe and readily accomplished if the 
cervical canal is obliterated and the external 
os offers the only resistance. Indeed, under 
such circumstances, is dilatation frequently so 
readily effected that the chief care of the 
obstetrician must be directed toward guarding 
against its too rapid completion; and I have 
no hesitation in saying that the more slowly 
it is effected, the better it will be for the patient 
and the condition of her cervix. For some 
reason it seems that as soon as the cervix begins 
to yield — that is, when it will admit the thumb 
and first two fingers — the obstetrician is usually 
seized with an almost uncontrollable desire to 
complete the dilatation as rapidly as possible; 
and even though perfectly well acquainted with 
the danger of rapid operating, he has the great- 
est difficulty in proceeding sufficiently slowly, 
being invariably inclined to overestimate the 
time consumed, and if left to his own sensations 
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will interpret a few minutes by the clock as 15 or 
2ominutes. Accordingly, I have made it a rule 
to have a clock or watch placed within ready 
view, by which I can time myself, and thereby 
guard against too great haste. If this pre- 
caution is taken, and 20 to 30 minutes actually 
consumed in the operation, one can almost 
invariably avoid serious lacerations; and, I am 
sure, had this rule been followed in all of our 
cases, the degree of traumatism would have 
been diminished by more than one half. 

When labor has already progressed to such 
an extent that the external os is partially dilated, 
the operation is usually extremely easy, while 
the danger of cervical rupture is reduced to 
a minimum, provided the precautions just 
indicated are carefully followed. I am confi- 
dent that recourse to the operation under such 
conditions has, in my hands, been the means 
of saving many feetal lives, and of relieving a 
number of patients of unnecessary suffering. 

On the other hand, the operation is extremely 
dangerous in placenta previa, no matter what 
the condition of the cervix, and an earnest note 
of warning should be sounded against its 
employment. As has already been indicated, 
manual dilatation was followed by deep tears 
in fifty per cent of the cases in which it was 
employed, all but one of which were so severe 
as to give rise to hemorrhage and to require 
immediate repair. Moreover, in one of these 
cases the fatal issue was the direct result of the 
operation, and was due to an _ incomplete 
rupture of the uterus. 

The liability to injury lies not so much in the 
operation itself as in the extremely friable con- 
dition of the cervix in placenta praevia, and even 
though every precaution be taken, and the 
operation performed in the most deliberate 
manner, deep tears will occur when least ex- 
pected, and occasionally lead to death. Thus 
it would seem that Harris’s method is an un- 
suitable procedure in placenta previa, and 
materially adds to the maternal mortality. 
Accordingly, in such cases, some other method 
of treatment should be adopted, as will be indi- 
cated below. 

(c) Champetier de Ribes Balloon. This 
method of terminating pregnancy is quite satis- 
factory where haste is not essential, provided 
the cervix is sufficiently dilated to permit the 


407 


introduction of the bag. Under other conditions 
this cannot be effected until after preliminary 
dilatation under anesthesia, and occasionally 
cases will be encountered in which the cervix 
is so rigid that even this is impossible. In gen- 
eral, however, it may be said that whenever 
time is not a serious element, the results obtained 
by means of the bag are, on the whole, more 
satisfactory than those following Harris’s 
method; although stress should be laid upon 
the fact that occasionally even the expulsion 
of a large-sized bag does not necessarily imply 
complete dilatation, and, under such circum- 
stances, Harris’s method must be resorted to if 
it is desired to bring about immediate delivery. 

Reasoning by exclusion, rather than from 
my own experience, I believe that the use of 
the bag is the treatment par excellence in most 
cases of placenta praevia. 

(d) Vaginal Cesarean Section. This opera- 
tion, as described by Diihrssen, is most satisfac- 
tory from an operative point of view, provided 
one is supplied with the suitable instruments 
and competent assistants. My experience, 
however, has led me to believe that it is not 
adapted for general employment in_ private 
practice, and can be undertaken satisfactorily 
only by those who possess special surgical 
training. 

In order to obtain a sufficiently extensive 
view of the field of operation, it is essential that 
very large vaginal specula be employed, such 
as those devised by Jacobs or Pryor, as the 
ordinary Simon specula do not permit a satis- 
factory exposure. When suitable specula are 
employed, the lower uterine segment can readily 
be brought in view, so that the entire operation 
is performed under the guidance of the eye. 
Moreover, in my experience, the operation is 
materially facilitated if both an anterior and a 
posterior incision is made, as recommended by 
Diihrssen, instead of merely anteriorly, as 
recommended by many operators. 

It has been a matter of great surprise to me 
how little hemorrhage occurs during the course 
of the operation, which scarcely exceeds that 
observed in an ordinary spontaneous labor. 
There is, however, one point upon which 
Diihrssen laid especial stress, whose impor- 
tance cannot be overestimated, and that is the 
necessity for prophylactic packing of the uterus, 
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as it would seem that there is an unusual ten- 
dency toward relaxation of the uterus after this 
operation, and the fatal outcome in one of my 
cases appeared to be due, in great part, to the 
neglect of this precaution. 

Thus far, Diihrssen’s vaginal Cesarean sec- 
tion has been performed upon four patients in 
my clinic, and I have been so pleased with the 
results obtained that I feel that in the future it 
will almost entirely supplant other methods of 
promptly emptying the uterus when the cervical 
canal is intact, as it affords a satisfactory means 
for terminating pregnancy within five or ten 
minutes, and at the same time does away with 
the fear of deep and jagged cervical tears, and 
presents clean-cut incisions, which can be 
united by sutures under the guidance of the 
eye. 


RECOMMENDATIONS FOR PRACTICE 


What I shall now say applies only to well- 
directed lying-in hospitals, as several of the 
procedures advocated cannot be carried out in 
ordinary private practice without undue danger 
to the patient. 

(a) Induction of Premature Labor. 


In the 
series of cases just considered we have not 
thought it necessary to induce premature labor 
on account of moderate pelvic contraction. I 
have already elaborated my views on this sub- 
ject upon several occasions, and shall here only 
say that I do not consider, in the present state 
of obstetric surgery, that such an operation is 
indicated except under the most exceptional 
conditions, as I believe that one will save a far 
greater number of children without materially 
increasing the maternal mortality by allowing 
such patients to go to term, and, if spontaneous 
delivery does not occur, to terminate labor 
by forceps, pubiotomy, or Czesarean section, as 
may seem most appropriate in the individual 
case. 

In all other conditions in which the termina- 
tion of pregnancy is desirable, but where haste 
is not imperative, I believe that almost ideal re- 
sults will be obtained by Krause’s method. In 
my experience, labor usually sets in within 24 
hours after the introduction of the bougie, and 
usually runs a spontaneous course. Moreover, 
the condition of the cervix is a matter of indif- 
ference when this method is to be employed, 
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as an intact canal usually offers no obstacle to 
the introduction of the bougie. 

(b) Accouchement Forcé—Eclampsia. In the 
treatment of eclampsia the procedure to be 
adopted depends almost entirely upon the con- 
dition of the cervix, as I believe that labor 
should be terminated in every case as soon as 
consistent with the safety of the patient. In 
view of what has already been said concerning 
the danger of attempting to dilate an intact 
cervical canal by means of Harris’s method, I 
consider that, in hospital practice, the ideal 
method of delivery for such cases is by means 
of the vaginal Cesarean section, and that when 
this operation is undertaken by a competent 
operator, with trained assistants, and under 
satisfactory conditions, it will afford almost 
ideal results. Of course, Harris’s method may 
be employed in the rare cases in which the intact 
canal feels so soft and succulent that the opera- 
tor gains the impression that manual dilatation 
can be effected without great difficulty. But, 
with this exception, I consider that vaginal 
Cesarean section will give better results and 
expose the patient to less danger of laceration 
and infection than preliminary dilatation by 
the instruments of Goodell or Hegar, followed 
by Harris’s manual method. 

On the other hand, when the cervical canal 
is obliterated and the resistance is offered only 
by the external os, dilatation by Harris’s method 
is usually indicated, and can be readily effected 
with but little danger to the patient. In ex- 
ceptional cases the external os may be so rigid 
that dilatation by Harris’s method appears 
impracticable, and, under such circumstances, 
the propriety of resorting to vaginal Cesarean 
section should be considered. Moreover, when 
the external os is partially dilated, Harris’s 
method is the procedure par excellence, and can 
yield nothing but good results, provided the 
operator uses ordinary discretion and guards 
against too great haste. 

No doubt, equally good results may be ob- 
tained by the bimanual methods of Edgar or 
Bonnaire, but I have had no experience with 
them. 

I have not employed Bossi’s metallic dilator, 
nor have the statements of its most enthusiastic 
advocates tempted me to do so. As far as I 
can see, its use is not indicated when the cervical 
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canal is intact; while in those cases in which the 
resistance is offered only by the external os, or 
in which the latter is already partially dilated, 
it is impossible for it to give better results than 
those obtained by Harris’s method. 

(c) Placenta Previa. As has already been 
indicated, I consider that Harris’s method is not 
adapted to the treatment of placenta previa, 
and the same holds good for dilatation with 
any metallic instrument, as in such cases the 
cervix is extremely friable, and will tear when 
least expected. 

In my own experience, deep cervical tears 
occurred in six out of twelve cases, and in one 
instance death was due to incomplete rupture 
of the uterus following this method. Moreover, 
every year, in consultation practice, I see one 
or more women who die, not so much from the 
placenta previa itself as from injury to the 
cervix following manual dilatation. Accord- 
ingly, I feel that this method cannot be too 
strongly condemned, and in the future I shall 
hesitate to employ it, even in those cases which 
at first glance appear adapted to it. 

On the other hand, I believe that the ideal 
method of treatment in such cases lies in the use 


of Champetier de Ribes balloon, or in the per- 
formance of bipolar version followed by the 


gradual extraction of the foetus. The results 
thus far obtained by abdominal Cesarean sec- 
tion in the treatment of placenta previa are not 
encouraging, nor do I believe that it is indicated. 
Possibly the future may teach us that vaginal 
Cesarean section, as practised by Bumm, may 
have afield of usefulness in this condition; 
although at present I am not prepared to 
venture an opinion as to its merits. 
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(d) Danger to Mother or Child at Time of 
Labor. Accouchement forcé in cases in which 
labor has already set in and the cervix partially 
dilated is only justifiable if it can be demon- 
strated that it can be effected without great 
danger to the mother, or, at least, that the 
risks to be encountered are not seriously greater 
than those arising from the original condi- 
tion. 

Personally, I believe, in cases in which serious 
danger to mother or child supervenes during 
the course of labor, that dilatation of the cervix 
can usually be completed safely and satisfac- 
torily either by the use of the bag or Harris’s 
method; the former if dilatation is only slight, 
and the latter if it is more advanced. 

At the same time it should be stated that 
neither of these procedures is absolutely devoid 
of danger, as the cervix was deeply torn in 6 out 
of 31 cases in which Harris’s method was em- 
ployed, while one required immediate repair to 
check profuse hemorrhage. This point should 
be strongly emphasized, as there is a tendency 
upon the part of many practitioners to interfere 
upon the slightest indication, and every vear I 
see a number of women in consultation or 
hospital practice who have been seriously 
lacerated or profoundly infected by accouche- 
ment forcé, which had been undertaken merely 
to hasten the completion of labor, in the 
absence of a definite indication. 

Therefore I hold that in this group of cases 
the operation should be resorted to only under 
the strictest indications, when the life of the 
mother or child is seriously jeopardized, and 
then only with the greatest care and delibera- 
tion. 
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INFECTION OF OVARIAN CYSTOMATA' 


By HENRY C. COE, 


HE tendency of ovarian cysts, even of 
the simplest type, to undergo degener- 
ative changes is now so generally recog- 
nized that the small size of a neoplasm 

and the absence of symptoms have ceased to be 
regarded as indications for non-interference, 
aside from the low mortality. Only an error 
in diagnosis, or the objections of the patient to 
submit to ovariotomy, would prevent an early 
operation. Hence our opportunities for ob- 
serving the complications so often reported by 
former operators occur only in such neglected 
cases as fail to present themselves until the 
development of serious symptoms obliges the 
patient to seek surgical advice. Naturally, 


with the abolition of the pernicious practice of 
tapping cysts one common source of infection 
has been eliminated. 

The sources of infection were imperfectly 
recognized previous to the advent of bacteriol- 
ogy; hence many rare cases of infection by 
pathogenic micro-organisms have not been re- 


corded; a fact to be borne in mind in connection 
with the paucity of reliable scientific observa- 
tionson the subject. It is the writer’s intention 
to omit any reference to the common form 
of infection by pyogenic bacteria with which 
every surgeon is familiar. A résumé of the 
subject, with the bibliography, will be found 
in a recent paper by our esteemed fellow, Dr. 
Peterson. The rarer forms of infection by the 
tubercle and typhoid bacillus have been sug- 
gested by the following typical cases occurring 
in the author’s service at Bellevue Hospital. 

Case 1. M. K., aged 36, presented no family or 
personal history of tuberculosis. She had had three 
abortions, the last in January, 1893, previous to her 
admission. Since then her periods had been profuse 
and painful. She was admitted May 4, 1903, with a 
temperature of 100° F., her pulse being 80. Her heart 
and lungs were normal. Patient well nourished. The 
abdomen was somewhat tender on pressure. On ex- 
amination, the uterus was felt to be enlarged and adher- 
ent, containing several small fibroids. ‘The right ovary 
was prolapsed, enlarged, and adherent, and on the right 
side there was a cyst the size of a hen’s egg. 

Abdominal section May goth. On incising the peri- 
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toneum a small quantity of serous fluid escaped. The 
omentum was adherent to the intestines, which were 
studded with miliary tubercles, which were also seen 
on the serous covering of both tubes. The uterus and 
adnexa were extirpated, and the patient made an un- 
eventful recovery. When seen five months later, she 
was in excellent health and had gained several pounds. 
The specimen was carefully examined by Dr. Harlow 
Brooks of the Carnegie Laboratory, who reported that 
the cyst was a dermoid, which involved almost the entire 
tissue of the ovary, the cyst-wall being formed by 
the connective tissue of the cortex. A few atrophic 
and degenerated Graafian follicles were present in the 
membrane, but the entire germinal epithelium had been 
eroded and was replaced by a thin layer of granuloma- 
tous tissue, in which were found a few recently formed 
tubercles. Some of the larger tubercles had invaded 
the substance of the tumor itself. The inner surface 
of the membrane was partly lined by an irregular layer 
of epithelial cells, resembling the false skin in their 
structure. Projecting from this pseudo-epidermis were 
numerous hairs. The cheesy material consisted of irreg- 
ular epithelial cells, hair-follicles, sebaceous and sweat 
glands. No mesodermal structures were present. The 
Fallopian tubes were thickened, and their lumina 
dilated, the mucosa being covered with large whitish 
nodules, which showed under the microscope a typical 
tubercular structure containing large giant cells. The 
serous covering of the tubes was studded with miliary 
tubercles, of a more recent type than those in the mucosa, 
hence the inference that the tubercular peritonitis was 
of secondary origin. 

CasE 2. C.S., aged 17, was admitted to the medical 
ward September 20, 1905, in the third week of a mild 
typhoid, the diagnosis being undoubted. Her abdomen 
was only slightly tympanitic, and no tumor could be 
palpated. Widal reaction positive; leucocytes 8,400; 
polymorphonuclear 70 per cent. 

Convalescence was delayed by a thrombophlebitis 
of the left leg, which kept her in the hospital for two 
months, when she was discharged in fair condition, 
November 27th. 

The patient did not regain her strength, but was able 
to do light housework until January 5, 1906, when she 
had a succession of chills, with fever, headache, and 
general muscular pains. She was readmitted to the 
medical division on the 8th, complaining of severe pain 
in the right lower quadrant of the abdomen. No cough, 
expectoration, or night sweats. Temperature 102.8° F.; 
pulse 140; respirations 36. A positive Widal reaction 
was obtained. Leucocytes, January 9th, 14,700; hemo- 
globin 80 per cent; polynuclear 87 per cent. The 
abdomen was tympanitic, and rigidity was marked over 
the right iliac region. The spleen could not be palpated 
as before. I was asked to make a pelvic examination, 


1 Read by title at the meeting of the American Gynecological Society, Hot Springs, Virginia, May 22, 1906. 
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and found an irregular, elastic tumor as large as a 
grapefruit on the right side of the pelvis, quite tender 
on pressure. 

The patient was kept under observation for nearly a 
month, during which time positive Widal reactions were 
repeatedly obtained, the highest leucocytosis being 
18,000. Her general condition was so poor that I hesi- 
tated about operating, but finally opened her abdomen 
February 3d. A semisolid ovarian tumor the size of 
an orange was removed from the right side. A dense 
cheesy exudate to the left of the uterus surrounded the 
diseased tube and ovary. On account of the injury to 
the uterus, resulting from the separation of extensive 
intestinal and vesical adhesions, the organ was removed 
with the adnexa. Vaginal drainage with gauze, with- 
out irrigation. 

The operation was long and difficult, and the patient 
became so weak at its close that it was necessary to 
infuse a liter of saline solution containing 30 minims 
of adrenalin chloride, 1-1000. She rallied, but con- 
tinued to grow weaker, succumbing on the tenth day 
after operation, without evidence of sepsis. A Widal 
reaction was obtained the day before her death. 

A partial autopsy showed that there was no general 
peritonitis. 

I regret that no detailed report was submitted by the 
pathologist, who merely stated that the cyst was a 
suppurating dermoid, and that the pure cultures of the 
bacillus typhosus were obtained from the pus. 


The history of the case shows clearly that 
the patient had a well-marked typhoid, and 
that she undoubtedly had a dermoid cyst at 
the time, which became secondarily infected 
with the specific bacilli, giving rise to the sub- 
sequent complications noted in the clinical his- 
tory. It was to be regretted that attention was 
called to the pelvis at a time too late to render 
operative intervention successful, though the 
responsibility for the delay should properly 
rest upon the surgeon, as she was under observa- 
tion for a month in the gynecological division. 

The literature of this subject is comparatively 
meager. References will be found in a report 
of two cases of typhoid infection of ovarian 
cysts by Lewis and Le Conte (1). 

Houl (2) has collected 28 cases, but, as the 
former writers properly remark, doubtless 
many cases were overlooked previous to the 
development of bacteriology. Houl calls at- 
tention to the fact that in only two of the 
reported cases (to which he adds a third from 
Pawlik’s clinic) were typhoid bacilli found in 
suppurating cysts. The cases cited by Lewis 
and Le Conte are interesting because they are 
the only ones recorded in which a typhoid 
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relapse occurred immediately after operation, 
and (with one exception) are the only ones in 
which ovariotomy was performed within a few 
weeks after the development of the disease. 

In Werth’s case (3), a dermoid cyst was re- 
moved eight months after the primary infection. 

In Sudeck’s case (4), the operation was seven 
weeks after the beginning of the fever. 

Pitha’s patient (5) showed the initial symp- 
toms of the disease four months before the re- 
moval of a dermoid containing pure cultures 
of the typhoid bacillus. 

Wallgren (6) recognized the presence of a 
cyst at the inception of the diseasc, but did not 
remove the dermoid until three months later. 

Englemann (7) removed a dermoid contain 
ing pure cultures in March, typhoid having 
developed the previous November, with a re 
lapse in January. 

Widal and Ravant (8) report a successful 
operation ten weeks after the diagnosis of ty- 
phoid had been made. 

Walker (9g) reports the case of a patient who 
developed typhoid in July, 1901, presented 
a typical Widal reaction in December, and was 
operated upon the following January, a der- 
moid cyst being removed, the contents of which 
showed pure cultures of typhoid bacilli. Pitha, 
commenting upon the case referred to, states 
that pure typhoid infection of ovarian cysts is 
rare, the infection usually being of the mixed 
type. He infers that the pyogenic is secondary 
to the typhoid infection, a fact also noted by 
Houl, who believes that this is an argument in 
favor of the pyogenic character of the bacillus 
typhosus. 

None of the writers quoted seem to have 
called attention to the interesting fact that in 
almost every instance the cyst was a dermoid. 
This must be more than a mere coincidence, 
since it would seem to show that the sebaceous 
material forms a more favorable medium for 
the development of the typhoid bacilli. This 
tendency of dermoid to suppuration is well 
known. 

The question of diagnosis is of most interest 
to the general practitioner, especially in cases, 
such as mine, in which attention has not been 
directed to the pelvis as the possible source of 
trouble. Late relapses, fever of a hectic type, 
and persistent abdominal pain and tenderness 
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should lead one to make a careful bimanual 
examination. Even then a high leucocytosis 
would point rather to local suppuration. The 
invariable presence of a Widal reaction in all 
the cases reported is really the only positive 
clue to the true condition. 

The surgical prognosis is good, as nearly all 
the patients, except mine, recovered, although 
in many of them the cyst was ruptured during 
its removal. Delay is always unfortunate. 

The literature of tubercular infection of ova- 
rian cystomata is also scanty. 

Madlener (10) reports a case in which the 
infection was clearly primary in the Fallopian 
tube, extending thence to the cyst, the patient 
later developing pulmonary tuberculosis, to 
which she succumbed, no operation having 
been performed. He was able to find a report 
of only one other similar case. 

He distinguished two classes, viz.: 1. There 
is a pre-existing cyst, which becomes infected 
secondarily, as in cases reported by Spencer 
Wells, Baumgarten, and Singer; 2. The tumor 
appears to be a cystoma, but on section is found 
to be a homogeneous cheesy mass — really a 
primary tuberculosis of the ovary, with sec- 
ondary cyst formation. 

Singer (11) removed a large cystoma, in 
the inner wall of which were several tubercular 
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nodules. Similar nodules were found in the 
corresponding tube and scattered over the 
peritoneum. As the cyst had been punctured 
several times, the writer inferred that infection 
had occurred in this way. 

It would seem superfluous to deduce from 
the foregoing the oft-repeated lesson that an 
ovarian cyst should be removed without de- 
lay, and especially when symptoms of infection 
arise. 
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CASES, AND A REVIEW OF 321 CASES COLLECTED FROM THE LITERATURE 
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Formerly Demonstrator of Obstetrics and Gynecology in the University of Michigan 


HE complication of pregnancy by ova- 
rian cyst has been for many years a 
subject for investigation by French and 
German writers, but until recently there 
has appeared scarcely anything but the reports 
of isolated cases in our own or English journals. 

The literature of this condition begins, so far 
as I am able to ascertain, with a case reported 
in 1707 by Schamberg, who discovered an ova- 
rian cyst, post-mortem, in a woman who had 
died in labor. This complication was first rec- 
ognized during life, in 1765, by Doeveren. 
He attempted to relieve his patient by perform- 
ing version, which resulted in the death of both 
mother and child. A few isolated cases were 
published in the early part of the nineteenth 
century. Merriman, in 1819, succeeded in 
collecting eighteen cases of tumor of the ovary 
interfering withlabor. The most complete early 
work was that of Jetter, in 1861, in which 
he collected 215 cases. Since this time many 
articles have appeared by Continental writers, 
notably Doumairon, Treille, Heiberg, Olshau- 
sen, Remy, Orgler, Graefe, Heil, Dsirne, and 
Gordon. Recently a very complete study of this 
condition has been made by R. G. McKerron 
of Aberdeen, in a thesis entitled “Pregnancy, 
Labor, and Child-bed with Ovarian Tumor.” 
He has collected twelve hundred cases, and 
discusses thoroughly the symptomatology, 
diagnosis, and treatment of this condition. I 
wish to acknowledge my indebtedness to 
him for certain facts in the history of this 
complication. 

Although little has appeared in American 
journals concerning ovarian cyst and pregnancy, 
it is of more frequent occurrence than many 
conditions that have been studied exhaustively. 
Statistics from the Berlin Frauenklinik show 
that this complication was noted but 5 times 
in 17,382 labors. This, Iam sure, gives a false 
idea concerning the frequency of this condition, 
for I have been able to collect some 1,600 cases 


from the literature, and unquestionably many 
cases have never been recorded. 

My attention was called to this subject 
through my good fortune in seeing three cases 
of this complication during my connection with 
the gynecological service of the University of 
Michigan Hospital. Through the kindness 
of Dr. Peterson, I am able to report these 
cases. 


CasE 1. Gynecological case No. 53. 

Removal of bilateral ovarian cysts with corresponding 
tubes, jrom a patient six weeks pregnant; patient delivered 
seven and one half months later of a full-term living child. 

The woman was 35 years old, and was married eight 
years. She had had one child. Her menses had been 
irregular for some time, but the flow was not profuse. 
There was nothing abnormal with her former pregnancy, 
nor with the birth of her child four years before. She 
had noticed an enlargement of the abdomen 14 years 
ago. This had gradually increased, and for the last 
two weeks the patient had had a sense of weight in the 
pelvis that she had never noticed before. There were 
occasional sharp pains on both sides. Examination 
showed a smooth, regular, asymmetrical swelling of the 
abdomen, more to the right than to the left. There 
was a protrusion of the umbilicus at this point. The 
circumference of the abdomen was 94.5 cm. Over 
the swelling the percussion note was dull and the flanks 
were tympanitic. There was no change of dullness on 
change of position. 

Operation November, tgo1, by Dr. Peterson. Bi- 
lateral ovarian cysts with corresponding tubes were 
removed. The patient rallied promptly from the oper- 
ation and had an uninterrupted convalescence. Seven 
and a half months after the operation, the patient was 
delivered of a full-term, living child. The diagnosis 
of pregnancy was not made before or at the time of 
the operation. Since bothtubes and ovaries were com- 
pletely removed, it is reasonable to suppose that the 
pregnancy existed at the time of operation. 

CAsE 2. Gynecological case No. 862. 

A fijth pregnancy, complicated by an ovarian cyst; 
twisting of the pedicle two and a half weeks ajter con- 
jinement; removal oj cyst; recovery. 

The patient, 32 years old, was married fourteen years 
ago, and has had five normal labors. There is nothing 
of interest in her family, personal, or menstrual history. 
During the patient’s last pregnancy, she noticed that 
she was larger than when carrying her other children. 
After the last labor, which occurred eight weeks ago, 
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the enlargement did not disappear. Two and a half 
weeks after this confinement, the patient was taken with 
a severe, sharp pain in the left side, which lasted for 
four hours. This was relieved by morphia, and there 
was no recurrence of the severe pain, but the soreness 
on the left side persisted. She entered the University 
Hospital for relief of this soreness and persistent en- 
largement of the abdomen. Examination showed a 
symmetrical distention from the pubes to the epigas- 
trium. A cyst-wall could be distinctly felt. Fluctua- 
tion and the fluid wave were marked. The center of 
the abdomen was dull, and the epigastrium and the 
flanks were tympanitic. The cyst lay entirely above 
the superior strait. The circumference of the umbilicus 
was 87 cm. The patient was operated by Dr. Peter- 
son, April 19, 1904. An unusually adherent left cyst 
was found. The pedicle was twisted from right to left 
two full turns. ‘The cyst was removed and the patient 
had an uninterrupted convalescence. 

CASE 3. Gynecological case No. 1062. 

Pregnancy of seven months; right ovarian cyst; re- 
moval; miscarriage nine days later, with symptoms of 
eclampsia; recovery. 

Age 27, married seven years, and the mother of two 
children. The patient has had measles, whooping- 
cough, scarlet fever, and three attacks of pneumonia. 
Since the attack of scarlet fever the patient has had 
“kidney trouble.” There is nothing of interest in the 
menstrual history, except that the last period occurred 
seven months ago. There was no trouble with the pa- 
tient’s former pregnancies or labors. Two years ago 
she noticed a slight enlargement on the right side of the 
abdomen, small at first, but which has become rapidly 
larger in the last eight months. Seven months ago the 
patient became pregnant. She has had no pain or morn- 
ing sickness. Fcetal movements were first felt six weeks 
ago, and seemed higher in the abdomen than in other 
pregnancies. Examination showed an asymmetrical 
enlargement from the pubes to five centimeters above 
the umbilicus. The distention was most marked in the 
right hypochondrium. On this side the swelling ex- 
tended into the flank. A cyst could be outlined in the 
right hypochondrium, which extended from the costal 
border to the iliac crest and pushed the uterus to the left. 
Foetal head and small parts could be outlined. Fetal 
movements were plainly visible, and the foetal heart 
could be distinctly counted. The operation was per- 
formed by Dr. Peterson November 1, 1904, and lasted 
fourteen minutes. The incision was made over the 
growth in the right hypochondrium. A cyst the size 
of a large cocoanut was removed. 

The patient had no trouble until the fourth day after 
the operation, when the following note was made: 
“Temperature 100.5°; pulse 130. Patient is vomiting 
severely. Dulland listless; mind not clear; face flushed; 
deficient urinary secretion.”” Although the patient had 
been having saline enemata, there were but fourteen 
ounces of urine secreted in twenty-four hours. 

Before the operation, the urine was negative. At 
this time there was found albumin and a total urea ex- 
cretion of 3.81 grams. The patient felt better next day, 
and the albumin disappeared from the urine. Eight 
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days after the operation, labor pains set in, but were 
controlled by morphine. The following day they began, 
and in a few hours a 63 or 7 months’ foetus was 
expelled. After the delivery the patient’s mind became 
clear, the urine increased in volume, and she made a 
rapid convalescence. The labor pains had no effect 
upon the abdominal wound. It is a question whether 
the miscarriage in this case was due to the operative 
procedure or was the result of a beginning eclampsia. 
Ether was the anestheti¢ employed. 

These cases have led me to investigate the 
literature and to collect as many cases of this 
complication as my time and opportunity 
would permit. I realize that the list is far from 
complete, but it at least indicates in a more or 
less accurate way the dangers of this complica- 
tion and the means that should be employed 
to remedy it. 

The most common tumors of the ovary 
that may complicate pregnancy are multi- 
locular cysts, monolocular cysts, dermoid 
cysts, fibroids, and carcinoma. These tumors 
may occupy the pelvis and thus form an 
actual obstruction to the advance of the 
child’s head, or they may be entirely above 
the superior pelvic strait and be of danger 
principally through accidents to the tumor 
during pregnancy, delivery, or the  puer- 
perium. The vast majority of the collected 
cases were cysts occupying the true pelvis and 
interfering with the advance of the child’s head. 
On account of the small size of these tumors, 
many were not discovered until the onset of 
labor. Naturally, the indications for treatment 
in this condition are absolute, but there seems 
to be an element of doubt in the minds of medi- 
cal men as to the proper course to pursue if 
the tumor lies above the superior pelvic strait 
and does not form an actual obstruction to the 
birth of the child. In the cases I have reported, 
the tumor in each instance was above the strait. 
Although I have found references to 1,600 cases 
of ovarian tumor complicating pregnancy, many 
were so poorly reported that they could not be 
utilized in forming statistics, many were solid 
tumors or dermoids, and the vast majority were 
lodged in the pelvis. For obvious reasons, I 
have confined my investigation to cases which 
resemble those I have myself seen. I have 
critically examined the cases in the literature, 
and have made use of those only in which there 
was an undoubted pregnancy in connection 
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with a cyst situated in the abdomen and lying 
above the true pelvis. I have collected, in all, 
321 cases fulfilling these conditions. 

Necessarily, statistics from a collection of 
cases extending over a number of years, operated 
upon by men of varying ability, and at times 
briefly reported, cannot be absolutely reliable. 
Moreover, medical men are too apt to record 
brilliant results and leave unrecorded cases of 
less favorable outcome, although such cases 
would be invaluable in forming true statistics 
from which conclusions could be drawn. How- 
ever, only by means of such dafa can we deter- 
mine the proper treatment of this class of 
cases, since no one physician has had sufficient 
experience with this complication to determine 
the proper course to pursue. 

It has been my object to review these cases 
with the idea of ascertaining what line of treat- 
ment employed yielded the best results for 
mother and child. The cases were either: 
1. Not interfered with; 2. Tapped; or 3. The 
child delivered by artificial means. I have 
tabulated these cases according to the method 
of treatment pursued. 


95 CASES TREATED UPON EXPECTANT PLAN 


Recent literature offers comparatively few 
cases in which there was no interference used 
to assist in the delivery of a living child. This 
is due, in part, to the increase in operators 
throughout the country, and in part to the fact 
that many cases occur which are not reported. 
I am satisfied of this fact from conversation I 
have had with practitioners in the smaller towns 
throughout Michigan, several of whom have 
seen such cases. However, my report includes 
95 collected cases. Although the majority of 
recent writers do not advocate non-interfer- 
ence, many of the text-books of to-day advise 
this course. As recently as 1900, Fehling ad- 
vised the expectant plan, because of the danger 
of abortion following operations. It then be- 
comes necessary to find out how the results 
from non-interference compare with those in 
which some active treatment was employed. 
Then, too, a patient may refuse operation, and 
it becomes necessary to know what dangers and 
complications we are liable to encounter. 

The dangers from the expectant plan are not 
so great before or during labor as they are during 
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the puerperium. There were 25 deaths in the 
g5cases. Itisinteresting to know that only 4 of 
these 25 deaths occurred in cases that were oper- 
ated after the termination of the labor, while 21 
deaths occurred in those cases that were treated 
wholly by the expectant plan. This high death- 
rate is undoubtedly due to the large percentage 
of complications found during the puerperium, 
and would have been considerably larger if 
operations had not been performed in over half 
of the 95 cases during the puerperium. 

Twisted pedicle was the most common com- 
plication met with. It occurred 29 times, 4 
occurring before labor and 25 during the puerpe- 
rium. It has been claimed that twisted pedicle 
does not occur oftener in cases associated with 
pregnancy than in the non-pregnant case, but 
it certainly is extremely common during the 
puerperium. When the uterus contracts after 
labor, the broad ligament remains very lax, 
and allows a cyst situated above the pelvis to 
sink down, and in so doing to rotate with a 
resulting twist in the pedicle. The large per- 
centage of twisted pedicles probably accounts 
for the number of cases of suppuration, hem- 
orrhage, rupture, and peritonitis encountered. 

Rupture was mentioned in 13 cases; 3 before 
and to after or during labor. Here, too, the 
complication is much more frequent in the 
puerperium. 

Hemorrhage into the cyst was recorded three 
times. In each instance it occurred during or 
after labor, and was probably secondary to tor- 
sion. The same may be said of suppuration 
in the cyst, which occurred six times, and in 
‘ach instance was during the puerperium. 

Rapid enlargement of the cyst was noted 
twelve times, but the chance for error in obser- 
vation upon this point is so great that I attach 
no importance to this complication. 

Peritonitis occurred three times as a primary 
complication following abortion or premature 
labor. 

The deaths in the 4 cases in which opera- 
tion was performed were due to suppurating 
cyst with peritonitis in 1, to malnutrition (death 
two months after operation) in 1, and to twisted 
pedicle in 2. Of the 21 deaths in which no 
operation was performed, the cause was due to 
rupture of the cyst in 8, cause not given in 4, 
to peritonitis in 3, to torsion in 3, to hemorrhage 





416 


into cyst in 2, and to suppurating cyst in 1. 
I think that the above shows conclusively that 
complications such as torsion, rupture, hem- 
orrhage, and suppuration of the cyst are more 
common during the puerperium than at other 
times, and that they are certainly a menace to 
the patient’s life. 

The maternal death-rate was exceptionally 
high in those cases where no operative proce- 
dure was resorted to during the puerperium. 

In the 95 cases of this series there was an 
interruption of the pregnancy 18 times, or in 
18.9 per cent of the cases. This corresponds 
closely to Heiberg’s statistics, which show 34 
interruptions in 172 cases treated by the ex- 
pectant plan, or 19.4 per cent. This series of 
cases, however, includes tumors of all varieties 
and positions arising from the ovary. 

I attach a table, in résumé, of the cases treated 
by the expectant plan. 


Total cases : 
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For many years, operation for removal of a 
cyst during pregnancy was not undertaken, for 
fear of producing abortion. Not until several 
laparotomies had been performed in which a 
pregnancy was found to exist at the time of 
operation, and in which no evil result to the 
child in utero followed, was this method of 
treatment instituted. 

Burd, in 1846, removed a cyst from a woman 
three months pregnant, with a resulting abor- 
tion on the second day. On the other hand, 
Atlee, in 1850, removed a cyst during the second 
month. The patient did not abort, but, un- 
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fortunately, died one month later. Marian 
Sims, in 1863, removed a cyst from a woman 
three months pregnant. The mother recovered, 
and gave birth to a living child at full term. 
This is the first recorded case of removal of a 
cyst during pregnancy with a good result for 
both mother and child. The pregnancy was 
recognized in none of the above cases until 
the time of operation. 

Spencer Wells was the first man to remove 
a cyst from a woman who was known to be 
pregnant. This was done in 1869. 


184 CASES TREATED BY LAPAROTOMY 


In late years, more literature has appeared 
upon the treatment of ovarian cyst complicating 
pregnancy by laparotomy than by any other 
means. Most authors agree that this is the 
best and safest course to pursue, but a few 
advise letting nature take her course. The 
text-books of to-day dismiss the whole subject 
with a few words or paragraphs. 

I have collected 184 cases, limiting my mate- 
rial to the class of cases described in the first 
part of this paper. The cases may be arranged 
as follows, according to the period of gestation 
at the time of operation: 


TABLE OF COMPLICATIONS, ARRANGED ACCORD- 
ING TO MONTH OF GESTATION AT TIME OF 
OPERATION 
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This table may be compared with that one 
given by Dsirne, which includes all ovarian 
tumors, regardless of their character of situa- 
tion. 
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DSIRNE’S TABLE OF MATERNAL AND INFANT MOR- 
TALITY, ARRANGED ACCORDING TO MONTH OF 
GESTATION AT TIME OF OPERATION 
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In Dsirne’s tables, as in mine, the greatest 
number of cases was operated during the first 
half of gestation. This was probably due to 
the fact that operation was performed soon after 
the diagnosis was made, and that most of the 
cases were recognized before the sixth month. 
I do not feel that one can draw conclusions 
from either table as to any preferable time to 
operate, so far as the result for the mother is 
concerned. My table would seem to show the 
fifth or sixth month the safest period, while 
Dsirne’s table would establish the third as the 
elective period. 

There is a gradual increase in the percentage 
of interruptions of the pregnancies in my series 
from the second to the eighth month, with the 
exception of the sixth month. This would ap- 
parently show that the earlier the operation is 
performed, the more chance the gestation has 
to go to term. Dsirne’s table bears out this 
statement in a general way; that is, a greater 
percentage of interruptions is found in the latter 
half than in the first half of pregnancy. This 
would indicate that the uterus becomes more 
susceptible to external stimulation as pregnancy 
advances. 

There were but 8 maternal deaths in the 184 
cases, or a maternal death-rate of 4.3 per cent. 
Of these 8 deaths, 6 were due to sepsis, and in 
2 cases the cause was not mentioned. This 
compares favorably with any series of 184 
laparotomies in unimpregnated cases. 

The total number of interruptions was 35, 
giving a percentage of 19, only one tenth more 
than in the series treated by the expectant plan. 
Of these 35 interruptions, 1 was self-induced, 
17 occurred during the first week following the 
operation, 5 during the second week, 2 during 
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the third week; 1 was 24 days and 2 were 2 
months or more post-operative. 
not mentioned in 8 instances. 

Twisted pedicle was encountered 46 times, 
or in 25 per cent of the cases. This was not 
met with as frequently as in those cases left to 
nature. This is, no doubt, due to the fact that 
the cyst was removed before the patient entered 
the puerperium. However, torsion was much 
more frequent than in cysts not complicated 
by pregnancy. Spencer Wells estimates the 
percentage of torsion in cysts not complicated 
by pregnancy as two per cent. The tendency 
to torsion increases with the advance of gesta- 
tion, being met most frequently in the seventh 
and eighth months. 

Rupture of the cyst was noted but 4 times, 
or in 2.7 per cent. This complication was 
also much less frequent in this series than in 
those cases left to nature, due to the fact that 
there was no pressure exerted upon the cyst 
by uterine and abdominal contractions. 

In no instance in which the patient aborted 
was the abdominal incision affected in any way. 


The time was 


31 CASES TREATED BY TAPPING 

Tapping of a cyst during pregnancy is much 
less frequently performed to-day than formerly. 
It is practically limited to those cases of enor- 
mous distention in which the patient refuses 
operation. However, for comparison, I have 
inserted here the 31 cases I have collected that 
were treated by this means. Many of these 
cases were treated in the early days of antisep- 
sis, and consequently the results are less favor- 
able than they would be to-day. In 31 cases 
there were 12 maternal deaths, giving the high 
mortality percentage of 38.7 per cent. Many 
of these cases died from sepsis. Laparotomy 
was performed during the puerperium in 11 
cases. Of these cases, 3 died. There were 
g deaths in the 20 cases where no operation 
was performed after delivery. The death-rate 
for this series of 31 cases would no doubt have 
been greater if none of them had been operated 
during the puerperium. 

Rupture of the cyst occurred six times before 
delivery. Tapping the cyst weakens the wall 
and makes this complication more frequent. 

Although we should expect many cases of 
suppuration of the cyst in this series, it was 
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mentioned but once. 
encountered but once. 
In résumé, I attach the following table: 


Twisted pedicle was also 
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VARIOUS OTHER METHODS 


I have collected 11 cases treated by various 
other methods. ‘The number is too small to 
offer the possibility of drawing any conclusions, 
but the high foetal and maternal mortality is, 
at least, suggestive. 

Three cases were treated by Cesarean section, 
with one maternal and one fetal death. 

Labor was artificially induced in four cases, 
with one maternal and four foetal deaths. 

Delivery by forceps was done in two cases. 
In both instances laparotomy for the removal 
of the cyst was done following the delivery. 
Both mothers recovered and both children 
lived. 

Version was resorted to once, with a fatal 
result for both mother and child. 

One case of craniotomy was found. 
mother and child died. 

Of these 11 cases, 5 were operated during 
the puerperium, with no deaths. In the re- 
maining 6 cases, there were 4 maternal deaths. 
Death of the child occurred in 7 instances. 

The following table of comparisons, made 
from the several divisions of cases in this 
paper, is self-explanatory. 


Both 
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TABLE COMPARING RESULTS IN THE DIFFER- 
ENT METHODS OF TREATING OVARIAN CYST 
COMPLICATED BY PREGNANCY 
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From this table one is justified in drawing 
the following conclusions: 

1. Ovarian cyst is not an uncommon com- 
plication of pregnancy. 

2. Ovarian cyst is a dangerous complication 
of pregnancy. This danger varies with the 
kind of treatment instituted for its relief. 

3. Removal of the cyst by laparotomy before 
labor yields the best results for mother and 
child. 

4. The mortality in laparotomies, during 
pregnancy, for removal of an ovarian cyst is not 
greater than in the non-pregnant patient. 

5. There is no definite elective period in 
which laparotomy should be performed. The 
case should be operated as soon as the diag- 
nosis is made. 

6. Dangerous complications are more fre- 
quent in ovarian cysts with pregnancy than in 
those where pregnancy is absent. 

7. Ovarian cysts are especially dangerous in 
the early puerperium. 

8. Tapping an ovarian cyst gives only tem- 
porary relief, is not curative, and is a dangerous 
procedure. It should only be employed in 
those cases of enormous distention where oper- 
ation is absolutely refused. 

g. Induction of labor and craniotomy entail 
absolute death of child, and are of great danger 
to mother. 





PATTON: 


10. If, for any reason, treatment by other 
means than laparotomy before labor becomes 
necessary, it should be followed by removal of 
the cyst as early in the puerperium as possible. 
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THE CHOICE OF METHODS FOR DILATING THE GRAVID UTERUS 
By EDWARD P. DAVIS, M.D., PHILADELPHIA 


URING the early months of gestation 
the induction of labor by gradual dila- 
tation is not indicated. Circumstances 

" arising which make the emptying of 
the uterus necessary demand that this should 
be done as a surgical operation under anes- 
thesia. Dilatation by graduated metal bougies, 
aided by bladed dilators and followed by curet- 
ting and gauze packing, form the procedure 
most available in these cases. The indications 
for this procedure are pernicious nausea with 
fulminant toxemia, incomplete abortion, and 
hemorrhage from the uterus, caused by or 
accompanying disease of the ovum. 

Gradual dilatation should be declined in these 
cases, because of the inefficiency of the grad- 
ual method and its danger of septic infection. 

After the early months of gestation it may 
be necessary to dilate artificially the uterus for 
acute and threatened toxemia, placenta preevia, 
and for the premature separation of the nor- 
mally situated placenta. 

In selecting indications for this procedure 
we must distinguish between the nephritis of 
pregnancy and acute toxemia of hepatic origin. 
The nephritis of pregnancy is not an indication 
for the rapid emptying of the uterus. These 
cases can be safely managed by other means. 
Should treatment not prove successful, pla- 
cental changes will occur, which will ultimately 
bring about the death of the foetus and be fol- 
lowed by its expulsion. Should treatment be 
successful, the mother may proceed to full 
term, while in some cases the treatment ad- 
dressed to the condition results in exciting 
labor. The presence then of albumin in con- 
siderable quantity and of casts in the urine with 
symptoms of nephritis does not indicate a rapid 
emptying of the uterus. 

When, however, the patient has altered pulse 
tension, the nervous disturbances of toxemia, 
obstinate constipation, and evidences of disinte- 
gration of the blood which accompany this con- 
dition, the uterus should be emptied as soon as 
is consistent with the patient’s safety. Re- 
membering the tendency to thrombosis and 
embolism and the hepatic congestion in these 


cases, that method must be selected which will 
do the least violence to the patient’s tissues, 
thus avoiding the products of such violence 
which, received into the circulation, increase 
the danger of thrombosis and embolism in the 
viscera. For rapid dilatation of the uterus in 
these cases, whenever possible the hand should 
be the instrument of choice. If one finger 
cannot be introduced, metal bougies or bladed 
dilators may be employed until one or two 
fingers can be inserted. Bimanual dilatation, 
with one or more fingers of each hand working 
synchronously in opposite directions, is, in our 
experience, the most efficient method. This 
may be carried to the point where the mem- 
branes may be ruptured and version performed, 
or the membranes ruptured and the forceps 
used for delivery. Should the cervix prove 
unmanageable by the fingers, in our experience 
Bossi’s dilator, employed to one half or two 
thirds its full capacity during 30 to 45 minutes, 
with anesthesia, has proven harmless and 
efficient. Except in rare cases, full dilatation 
with Bossi’s dilator should be avoided, because 
of the danger of serious laceration. Should 
these methods not prove sufficient, incisions of 
the cervix, in our experience, have given good 
results. 

Vaginal Cesarean section for acute toxemia 
or threatened eclampsia is at present under 
wide discussion. We have not yet seen a case 
in which it was clearly indicated. In the hands 
of those accustomed to perform vaginal and 
abdominal section, this method may be avail- 
able. It requires, however, assistants and 
technique which cannot always be commanded. 
It is best available in well-equipped maternities. 
It is questionable whether the extensive dissec- 
tion required in some of these cases would not 
add to the patient’s danger. 

In acute toxemia with threatened eclampsia 
we have found elastic bags too slow in their 
action to be satisfactory. The continued pres- 
sure of these bags without anesthesia tends to 
excite eclamptic convulsions. Bags and bou- 
gies, in our experience, are contraindicated in 
this condition. 
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We desire to call attention to the fact that in 
a considerable number of cases of virulent 
toxaemia with eclampsia the patient is hopelessly 
ill when the physician is summoned. Begin- 
ning changes in the lungs, whether oedematous 
or necrotic, forbid the-use of anesthetics, and 
in these cases recovery under any form of treat- 
ment is exceedingly rare. The analogy between 
these cases and patients with extensive pneu- 
mococcus infection of the lungs is a close one, 
and as the surgeon would hesitate to anzsthe- 
tize a patient seriously ill with pneumonia, so 
he should avoid anesthesia and direct inter- 
ference with a pregnant patient suffering from 
acute toxemia and eclampsia in whom pul- 
monary lesions are either beginning or well 
pronounced. Bleeding, followed by saline 
transfusion, inhalation of oxygen, and the very 
cautious use of veratrum, with rectal stimula- 
tion, give more hope of success. 

Abdominal Cesarean section in acute toxe- 
mia with eclampsia is no more indicated than 
are other operations requiring anesthesia and 
incision and suture of the tissues. 

In placenta praevia, experience shows that 
the hand is far superior to any other instrument 
for dilatation. Until the operator is ready to 
proceed, the use of the gauze tampon is indi- 
cated to lessen hemorrhage and to prepare the 
way for dilatation. When, however, the neces- 
sary assistants and appliances for asepsis are 
at hand, dilatation should be performed. In 
these ‘cases the operator must use the hand in 
accordance with the conditions found upon 
examination. Where the placenta completely 
covers the os, it must be perforated by the fin- 
gers, and, if possible, a foot seized and brought 
down. Using the foetus as a plug, the operator 
should not proceed to immediate delivery, but 
promote gradual dilatation with the body of the 
child, utilizing the opportunity to stimulate the 
mother. In cases where the placenta does not 
completely cover the os, the membranes may 
be ruptured, cervix dilated, and if the head be 
low down, forceps may be applied and the child 
delivered. If the head is not engaged, version 
may be selected. While the bimanual method 
of dilatation may be employed in placenta 
previa, it will, in some cases, be attended with 
more hemorrhage than dilatation by one hand 
only. 
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While the elastic bag may in some cases of 
placenta previa be useful, its action, as a rule, 
is too slow, and its liability to promote hemor- 
rhage too great to bring it into direct compari- 
son with the hand. . 

In our experience, Bossi’s dilator is an ex- 
ceedingly dangerous instrument in placenta 
previa. The cervix and lower uterine segment 
are so softened by the increased vascularity 
accompanying the condition, that the tissues 
tear readily, and often fatally. In a successful 
effort to secure a living child in central placenta 
previa, we have seen the anterior portion of the 
lower uterine segment torn and the urethra 
ruptured. 

Multiple incision of the cervix, vaginal Ce- 
sarean section, or abdominal Cesarean section 
must be very rarely indicated in placenta 
previa. Only in the well-equipped maternity 
and under exceptional circumstances should 
these operations be chosen. While we must 
believe that cases of placenta previa are some- 
times seen in which the cervix is so hard as to be 
dilated with great difficulty, these cases must 
be exceedingly rare, and should be exceptions 
to our rules of practice. 

In premature separation of the normally 
implanted placenta, immediate delivery is de- 
manded. Here the thirty to forty-five minutes 
necessary for dilatation by Bossi’s dilator or by 
the fingers is too long if a reasonably safe and 
quicker method is available. It is here that 
Cesarean section, vaginal or abdominal, under 
appropriate surroundings, should be selected. 
In many cases the advantages would lie with 
vaginal Czsarean section, and consent may 
more often be obtained for this operation than 
for the apparently more formidable one of ab- 
dominal Cesarean section. We believe, how- 
ever, that in many cases the abdominal method 
will prove the safer. 

In the hands of the physician not competent 
to perform Cesarean section, multiple incision 
of the cervix, followed by the introduction of the 
hand, rupture of the membranes, and dilatation 
as rapidly as is consistent with the integrity of 
the mother’s tissues, should be chosen. With 
the patient in good condition, without excessive 
hemorrhage, the use of Bossi’s dilator and the 
hand may prove sufficient. 

The indications given for rapid dilatation of 
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the uterus after viability comprise those most 
commonly seen. Occasionally, however, cases 
are observed where threatened exhaustion or 
some serious pathological condition in the 
mother demands rapid delivery. A labor ap- 
parently normal may proceed through its first 
stage anda portion of the second, and ex- 
haustion supervene. In these cases, dilatation 
with Bossi’s dilator, followed by complete 
dilatation with the hand, under anesthesia, will 
permit the operator to proceed to immediate 
delivery by forceps or version. 

In patients whose pregnancy is complicated 
by cardiac lesions, impending death may de- 
mand immediate delivery. In these cases, if 
the patient be in a hospital, vaginal Caesarean 
section, incision of the cervix, or dilatation by 
the fingers may be chosen. Occasionally in 
phthisical patients a similar choice must be 
made. 

In the event of maternal death before delivery 
during labor, the foetus continuing to live and 
in fair condition, that method of delivery must 
be selected which is quickest. In our experi- 
ence, the advantages lie in abdominal Cesa- 
rean section in these cases. 

In discussing so important a subject, we 
desire to make an earnest plea with the pro- 
fession that complicated cases of labor be given 
their due importance. Medical science has 
now reached that stage of development where 
the general practitioner does not conduct a 
serious case of appendicitis or strangulated 
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hernia without the aid of the surgeon. Com- 
plicated cases of labor are more difficult and 
more responsible than those just cited. We 
should no longer advise methods of treatment 
for these cases because they can be carried out 
by the general practitioner, any more than one 
would advise that a patient with appendicitis 
or strangulated hernia be deprived of operation 
and be given other treatment instead. It must 
be rare indeed for the general practitioner to 
be so situated that he cannot obtain for a com- 
plicated case of labor the services of an obstet- 
rician. There are, throughout the country, 
so many well-equipped hospitals, and facilities 
for transportation are so abundant, that such 
cases, whenever possible, should be taken to 
hospitals, and there receive adequate attention. 
If this is impossible, obstetricians have means 
at their disposal for establishing in private 
houses the aseptic technique which makes all 
surgical operations comparatively safe. 

We have, in this discussion, said nothing 
concerning the consideration of foetal life. We 
recognize, for example, in placenta previa, 
that oftentimes the best results are obtained by 
sacrificing the child, in the interests of the 
mother. Where, however, the operator is so 
situated that he can perform any operation 
desired, and the parents express a strong wish 
that consideration be given the life of the foetus, 
this should not be neglected. Abdominal 
Cesarean section may sometimes be elected in 
deference to this consideration. 
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MATERNAL IMPRESSIONS 


By ARCH DIXON, M.D., HENDERSON, KENTUCKY 


OGY AND OBSTETRICS, a signed editorial 

appears on “ The Maternal-impression 

Superstition in America,” in which the 
writer condemns the indorsement of the super- 
stition by American writers, and calls attention 
to the evils resulting from its prevalence. 

In order to arrive at the truth of the matter, 
it will be necessary to glance at the anatomical 
and physical relations of the mother to the em- 
bryo, which shall be done as briefly as possible. 
Immediately after the fertilized ovule has 
passed into the Fallopian tube, it is found to be 
surrounded by a layer of granular cells. As it 
proceeds along the tube these surrounding cells 
disappear, partly by friction on the walls of the 
tube, and partly by being absorbed to nourish 
the ovule. When the ovule has advanced some 
distance along the tube, it becomes invested 
with a covering of albuminous material, which 
also, according to Newport, contributes to its 
nourishment. During this passage of the 
ovum through the Fallopian tube, the mucous 
membrane of the uterus becomes thickened and 
vascular, so that its opposing surfaces entirely 
fill the uterine cavity. The result is the forma- 
tion of a distinct membrane (decidua vera), 
which affords the ovum a safe anchorage and 
protection until its connections with the uterus 
are more fully developed. The decidua reflexa 
is now formed by the sprouting of the decidua 
vera around the ovum at the point on which 
the latter rests, and eventually completely 
surrounds it. The blastodermic membrane, 
which forms a complete spherical lining to the 
ovum, between the yolk and the zona pellucida, 
soon divides into two layers, the most internal 
of which is called the epiblast, and an internal 
one the hypoblast, while between them is sub- 
sequently developed a third, known as the 
mesoblast. From these three layers is formed 
the entire foetus; the epiblast giving origin to 
the bones, muscles, and integuments, the ner- 
vous system, the serous membrane, and the 
amnion; the hypoblast forming the mucous 
membranes and the alimentary canal, and the 
mesoblast the circulatory system (1). 
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The separation of the blastodermic layers is 
laid down by Haeckel as follows: 


fy. Skin-sensory layer (skin 
S eta 3 stratum: Baer). 
vias "| 2. Skin-fibrous layer (flesh 
( stratum: Baer). 
, 


3. Intestinal-fibrous layer (vas- 
re cular stratum: Baer). 

‘ ’| 4. Intestinal-glandular layer 

( (mucous stratum: Baer). 


Almost immediately after the separation of 
the blastodermic membrane into layers, the 
area germinativa is formed, and in the center 
of this the first trace of the foetus is detected in 
the form of the ‘“ primitive trace.” On each 
side of the primitive trace two elevated plates 
arise, the Jamine dorsales, which gradually 
unite posteriorly to form a tube, within which 
the cerebrospinal column is subsequently devel- 
oped. Anteriorly, they join to form the thora- 
cic and abdominal cavities, inclosing portions 
of the epiblast, from which the serous mem- 
branes of the body are developed. The minute 
embryo thus formed soon curves upon itself, 
the dorsal surface of the body becoming much 
arched. (This arching of the back is caused 
by the quicker growth of the dorsal surface, 
and is said, by Haeckel, to be directly con- 
nected with the detachment of the embryo 
from the yolk-sac.) A distinct thickening is 
observed at one end, which is subsequently 
developed into the cephalic extremity of the 
foetus, while at the other end a thickening, less 
marked, develops into the caudal extremity. 
From these two points the amnion is formed, 
composed of two layers, which gradually unite 
and inclose the foetus. 

During this time the hypoblast is also devel- 
oping two projections at either extremity of the 
foetus; one forms the intestinal canal, and the 
other, and the much larger, forms.the umbilical 
vesicle, from which the foetus derives the most 
of its nourishment during the early stage of its 
existence (2). 

About the twentieth day after conception, a 
small vesicle is formed towards the caudal ex- 
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tremity of the foetus — the allantois or urinary 
sac of Haeckel, which “ grows out from the 
hindmost part of the intestinal canal; the inner- 
most portion of it afterwards changes into the 
urinary bladder; the outer part, with its ves- 
sels, forms the foundation of the placenta (3, a). 

As has already been said, the ovum, in 
passing through the Fallopian tube, receives an 
albuminous coating, and this, with the zona 
pellucida, is developed into a temporary struc- 
ture, the primitive chorion. On its external 
surface villi are thrown out, the office of which 
is to nourish the ovum by endosmotic absorp- 
tion from the mucous membrane of the uterus. 
As early as the twelfth day after conception, the 
true chorion is formed, with its villi, which dip 
down into the tissues of the reflexa, and are 
enveloped by it, absorbing what is termed by 
Professor Ercolani of Bologna the “ uterine 
milk.” ‘The mammalian embryo, during the 
period which precedes the extension of the 
allantoic vessels into the cavities of the uterine 
walls to form the placenta, must be nourished 
by direct diffusion, first from the contents of 
the Fallopian tube, and subsequently from 
the decidua. ... The marked increase of 
bulk which takes place during the conversion 
of the mulberry mass into the blastodermic vesi- 
cle shows that during this epoch, a relatively 
speaking large quantity of water, at least, and 
probably of nutritive matter, must pass from 
without into the ovum; and subsequently, 
though the blastoderm and embryo may for 
some time draw the material for their continued 
construction at first hand from the yolk-sac or 
umbilical vesicle, both this and they continue, 
probably until the allantois is formed, to 
receive fresh material from the mother by 
direct diffusion” (2). 

By the middle of the third month the villi of 
the chorion which are in contact with the de- 
cidua reflexa become atrophied and disappear, 
being no longer required for the nutrition of 
the ovum; the villi which are in contact with 
the decidua serotina become largely hypertro- 
phied, and eventually form the placenta, the 
organ by which the foetus is nourished. 

Up to this time the embryo has been sus- 
tained by nutritious material secreted by the 
uterine glands and absorbed by the villi of 
the chorion. Now the method is changed, 


and the foetal placenta, which is formed by 
the enormously enlarged and developed por- 
tion of the chorion villi, becomes intimately 
blended with the maternal placenta, formed 
from the decidua serotina and the maternal 
blood-vessels, and which consists of a cavity 
containing the maternal blood, into which the 
villi of the chorion penetrate. But the foetal 
and maternal bloods do not mix, for none of the 
maternal blood escapes when the umbilical 
cord is cut, nor can the minutest injections 
through the foetal vessels be made to pass into 
the maternal vascular system, nor vice versa. 
Ercolani says: ‘The vessels of the mother 
never anastomose, nor do they come into im- 
mediate contact with those of the foetal pla- 
centa.”” The existence of lymphatics or nerves 
in the placenta has never been demonstrated. 

Whittaker (4) says: ‘‘No nerves or lym- 
phatics exist in either portion of the placenta. 
The cord contains no nerves, no capillaries, 
not even vasa vasorum, and no lymphatics.” 

Says Simpson (5, a): ‘Nor has any anato- 
mist ever traced the passage of any nervous 
branches from the applied surface of the uterus, 
nor have nutrient arteries been, as yet at least, 
shown to pass from the uterus into the maternal 
substance of the placenta.” 

I am aware that many eminent men, among 
them Hammond, Dalton, Tuke, Seguin, Bar- 
ker, Busey, Goodel, Mann, Penrose, and 
others, believe, and have also cited many 
cases and produced many arguments to prove, 
that maternal impressions are conveyed to the 
foetus in utero, and that these impressions are 
the cause of monstrosities, amputations, nevi, 
etc.; but I believe none of them claim that 
these effects are brought about otherwise than 
through the medium of the blood. 

Dr. Hammond reports the following cases: 


Case 1. A lady in the third month of pregnancy was 
very much horrified by her husband being brought 
home one evening with a severe wound of the face, from 
which the blood was streaming. The shock to her 
was so great that she fainted, and subsequently had a 
hysterical attack, during which she was under my 
care. Soon after her recovery she told me that she was 
afraid her child would be afflicted in some way, and 
even then could not get rid of the impression the sight 
of her husband’s bloody face had made upon her. In 
due time the child, a girl, was born. She had a dark, 
red mark upon her face, corresponding in situation and 





426 


extent with that which had been upon her father’s 
face. She proved to be idiotic also. 

Case 2. The wife of the janitor of the College of 
Physicians and Surgeons, during her pregnancy, 
dreamed that she was a man who had lost a part of the 
external ear. The dream made a great impression 
upon her mind, and she mentioned it to her husband. 
When her child was born a portion of one ear was 
deficient, and the organ was exactly like the defective 
ear she had seen in her dream. 


These, and the following cases cited by 
Tuke (8), are fair examples of so-called mater- 
nal impressions. 


Case 3. A woman, aged 24, of good constitution, 
and the mother of two healthy children, went to a 
fair and entered a show-place, where was exhibited a 
collection of living and stuffed animals, and monsters 
preserved in spirits, among which was a hydrocephalic 
cat. From the moment she saw this she wished to 
leave the place, crying out, ‘““How horrible! It is just 
like a child!” Her companions laughed at her fright, 
and insisted on her remaining. Eight months after- 
wards she had a child, still-born and hydrocephalic. 

Case 4. Madame C., during her second month of 
pregnancy, saw a cart pass, containing three men 
condemned to death. One of them, faint, had his 
head inclined to the right; his appearance indicating 
the most complete mental prostration. The lady 
gave birth to a child, having the head turned to the 
right shoulder—a morbid contraction which was 
permanent. 

Case 5. Madame B., mother of four well-formed 
children, experienced, early in her fifth pregnancy, 
various nervous sensations, such as spasms and tonic 
contractions of the muscles. ‘Toward the third month 
Madame B. had a strong desire to eat mussels, a long- 
ing not gratified until the end of a week. When, how- 
ever, she saw them, disgust took the place of desire, 
and ever afterwards she felt a great repugnance to 
them. Her accouchement was easy; the child, how- 
ever, had a mark on its left leg of a violet color, and 
of the size and appearance of the mussel shell. 

CasE 6. A woman, enceinte, witnessed a fire in the 
direction of her father’s house, and was much alarmed; 
as the event proved, not without reason. As the place 
was many miles distant, a long time passed without any 
detinite tidings. This uncertainty acted powerfully 
upon her imagination, and she constantly saw a flame 
before her eyes. Three months (Italics my own) after- 
wards she gave birth to a child, which had on the fore- 
head a mark, red, pointed, and undulated like a flame. 
This mark was not effaced until she was seven years 
of age. 

CasrE 7. In the Lancet of November 7, 1868, Mr. 
Child records a case illustrating, he considers, the influ- 
ence of maternal impressions. The child was born 
August 26, 1868, and was naturally formed as regards 
the body, except the nails on the thumbs, which were 
like those of a rabbit. The parietal, frontal, and a 
part of the occipital bones were wanting; and at the 
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space corresponding to but larger than the anterior 
fontanel was the brain entirely denuded of skin or 
membrane, not even being covered with arachnoid. 
There was a little over the eyes; none elsewhere. The 
eyes, tongue, and palate were similar to those of a 
rabbit. Mr. Child then found that, during the second 
month of her pregnancy, the mother went to a penny 
show, in which she saw a trained horse pull the trigger 
of a pistol, pretending td shoot a rabbit. A dummy 
was then thrown out; the back of its head was bleeding, 
having to all appearance been shot off. This corre- 
sponded, as the mother-in-law declared, to the mark on 
the child’s head. 

I might go on and enumerate similar cases 
almost ad infinitum. Dr. Tuke, in concluding 
his remarks on this subject, says: “Such cases 
as these appear to countenance the conclusion 
that the imagination of the mother, united 
more or less with emotion, produces correspond- 
ing effects upon the unborn child. The num- 
ber reported by various medical men is large, 
and undoubtedly deserves consideration. The 
shallow objection that such effects of the mater- 
nal imagination are impossible is easily and 
(for this reason) frequently made. On the 


other hand, it must be admitted that these 
reports ought to be received with great hesita- 
tion, not from there being any reason to doubt 


the good points of the reports, but on account of 
the peculiar liability which obviously exists to 
color facts, and make them square with a pre- 
conceived theory.” 

Dr. Hammond, who is an earnest advocate of 
the theory of maternal impressions, and from 
whom the first two cases are reported, says, in 
regard to the first case: ‘“‘This case, which 
occurred in my own experience, scarcely ad- 
mits of a doubt as to the influence of the mater- 
nal mind over the physical structure of the 
foetus.” He assumes that such effects are 
brought about through the medium of the 
blood, which, in some way, conveys the influ- 
ence of the existing condition of the mother to 
the foetus by the interchange of the circulation. 

‘It is also through the placental circulation 
that those disturbing effects are produced upon 
the nutrition of the foetus, which result from 
sudden shocks or injuries inflicted upon the 
mother. There is little room to doubt that 
various deformities and deficiencies of the 
foetus, conformably to the popular belief, origi- 
nate, in certain cases, from nervous impressions 
experienced by the mother. The mode in 
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which these effects may be produced is readily 
understood from the anatomy and functions 
of the placenta. It is well known how easily 
nervous impressions will disturb the circulation 
in the brain, the face, or the lungs; and the 
uterine circulation is quite as readily influenced 
by similar causes, as shown in cases of amenor- 
rhoea. Ifa nervous shock may excite prema- 
ture contraction in the muscular fibers of the 
pregnant uterus and produce abortion, it is 
undoubtedly capable of disturbing the circu- 
lation of the blood in the same organ. But 
the foetal circulation is dependent, to a great 
extent, upon the maternal. The two sets of 
vessels are united in the placenta (?), and as 
the foetal blood has much the same relation to 
the maternal that the blood in the pulmonary 
capillaries has to the air in the pulmonary air- 
cells, it must be liable to derangement from 
similar causes. And lastly, as the nutrition of 
the foetus is provided for wholly by the pla- 
centa, it will suffer from any disturbance of 
the placental circulation. These effects may 


be manifested either in the general atrophy 
and death of the foetus or in the imperfect 
development of particular parts, just as in the 


adult a morbid action may operate upon the 
entire system, or may show itself in some one 
organ, which is more particularly sensitive to 
its influence”’ (8). 

‘Impressions will sometimes reach the foetus 
in its recess, cut off legs or arms, or inflict 
large flesh wounds before birth — inexplica- 
ble as well as indisputable facts” (9). 

Under the light of the present day I cannot 
accept such histories and statements as con- 
clusive, but am constrained to believe, not- 
withstanding their advocacy by such eminent 
men, that such a theory is a relic of the Dark 
Ages and the offspring of superstition. Further- 
more, I believe, that, under the light of the 
demonstrated pathological, physiological, and 
embryological truth, all of these malformations, 
monstrosities, marks, etc., said to be produced 
by so-called maternal impressions, can be 
shown to be the result of arrest of develop- 
ment or evolution, pressure by amniotic bands, 
pressure by the umbilical cord, adhesions of 
the placenta, or by some pathological condi- 
tion of the foetus or its membranes, and by 
heredity. 


las 


The following cases of arrest of develop- 
ment have fallen under my own experience: 

Case 1. September 21, 1878, was called to see 
Hanna C., large, stout mulatto woman, aged 19, and 
the mother of two healthy children. Her labor was 
normal, and the child, a large male, was fully developed 
in every particular, save that the abdominal walls were 
entirely wanting, from the umbilicus to the pubis; 
there was extroversion of the abdominal viscera. 
Child lived twelve hours. 

Case 2. Mrs. S., multipara, delivered, December 
19, 1879, of a child (girl) at term, which was well devel- 
oped in all its parts, except the head. The parietal, 
occipital, and larger portion of the frontal bones were 
wanting. There was no cerebrum or cerebellum, and 
there was only partial development of the superior and 
inferior maxilla. ‘The monster resembled, as to its 
facial appearance, a frog; but the mother-in-law of the 
lady immediately pronounced it a snake’s head. 

CasE 3. Nancy S., multipara, delivered, May 20, 
1879, of an anencephalous child, fully formed in every 
other particular, with the exception that there were 
only three toes on either foot. The mother had the 
same deformity, as had also her mother and grand- 
mother. 

In the first of these cases there was no his- 
tory of any nervous shock. In the second 
case, the mother, at the instance of her mother- 
in-law, remembered to have scen a_ large 
black snake cross the road when she was about 
four months advanced in pregnancy. The 
third case was accounted for by the mother, 
from the fact that she had seen her husband 
knock out a dog’s brains with an ax about 
two months previous to her confinement. And 
this, both she and her husband believed, not- 
withstanding my assertion to the contrary. 

In an essay on “Compound Hum&n Mon- 
sters,” in the Transactions of the New York 
State Medical Society, 1865, p. 248, we find 
these words: ‘The maturely and normally 
developed human body was compared with 
the embryo. The various species of organized 
beings and their embryo were compared with 
man, and as a result we became acquainted, 
on the one hand, with the ultimate structure, 
composition, and science of the human body, 
and on the other, with the general facts, plans, 
and unity of animal organization, including all 
its multiform genera and species in every age. 
On these comprehensive views a new theory 
of anomalies and monstrosities was founded 
viz., that of arrest and retardation of develop- 
ment, which is now found to explain many 
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varieties of monstrosities, but more particu- 
larly those which should be regarded as vices 
of conformation; as, for example, cleft forma- 
tion, deficiencies, absence of parts, etc. By 
a careful study of the laws of development, 
and the order in which the various organs are 
evolved in the embryo, it has been observed 
that monsters by defect or arrest of develop- 
ment are, toa certain extent, permanent embryos. 
The abnormal organs merely represent the 
primitive condition oj formation as it existed at 
an early stage oj embryonic or jetal lije.” 
(Italics my own.) 

“The happy idea was first suggested by the 
master mind of Harvey, relative to certain 
malformations consisting, not in the substitu- 
tion of an entirely new and anomalous type of 
structure in the malformed part, but only in 
the simple permanence of some part of its 
transitory fetal types, has been reduced within 
the last thirty years, by the able investigations 
and labor of Wolff, Autenrieth, Meckel, St. 
Hilaire, and others, into one of the most cer- 
tain and comprehensive, and at the same 
time one of the most beautiful, laws of tcrato- 
logical anatomy” (10). 


The human germ, in passing through its 
evolution, represents anatomically all the types 
of animal life, from the lowest to the highest. 

“The majority of educated people have never 
seen such a human germ, or embryo, in the 
early stages of development, nor are they 
aware that it is not at all different from those 


of other animals. They do not know that, at a 
certain period, this embryo has essentially the 
anatomical structure of a lancelet, later a fish, 
and in subsequent stages those of amphibian 
and mammal forms; and that, in the further 
evolution of these mammal forms, those first 
appear which stand lowest in the series, namely, 
forms allied to the beaked animals (Ornitho- 
rhynchus); then those allied to pouched animals 
(Marsupialia); which are followed by forms 
most resembling apes; till at last the peculiar 
human form is produced as the final result. 
These significant facts are so little known that, 
when incidentally mentioned, they are com- 
monly doubted, or are even regarded as un- 
founded inventions” (3, 0). 

Just here we find a key that partially un- 
locks the mystery and lifts the veil of supersti- 


SURGERY, GYNECOLOGY AND OBSTETRICS 


tion which has so long shrouded these so-called 
maternal impressions. The truth of this state- 
ment will become more manifest by glancing 
at the periods in human germ history, which 
are divided by Haeckel into four main divis- 
ions (3, b): 

First Division: Man as a Simple Plastid. 
The human embryo possesses the form value 
of a simple individual of the first order of a 
single plastid. 

First Stage: Monerula Stage. The human 
germ is a simple cytod (the impregnated egg- 
cell after the loss of the germ-vesicle). 

Second Stage: Cytula Stage. The human 
germ is a simple cell (the impregnated ovule- 
cell with the reformed kernel, or the parent cell). 

Second Main Division: Man as a Many- 
celled Primitive Animal. The human em- 
bryo consists of many cells, which, however, 
as yet form no organs; it therefore possesses 
the form value of an individual of the second 
order. 

Third Stage: Morula Stage. The human 
germ is a globular cell-mass, of which one 
hemisphere consists of animal cells, the other 
of vegetative cells. 

Fourth Stage: Blastula Stage. The hu- 
man germ is a vesicle, the wall of which con- 
sists of animal cells, its contents of vegetative 
cells. 

Third Main Division: Man as an Inverte- 
brate Intestinal Animal. The human embryo 
possesses the form value of an individual of 
the third order, an unarticulated person (a 
single metameron). The primitive intestinal 
cavity is inclosed by two primary germ layers, 
from the fission of which four secondary germ 
layers are presently formed. 

Fifth Stage: Gastrula Stage. The human 
germ forms an amphigastrula, consisting solely 
of the two primary germ layers, the skin layer 
and the intestinal layer. The cavity of the 
primitive intestine is occupied by entoderm 
cells, which also plug the primitive mouth. 

Sixth Stage: Chordonium Stage. The hu- 
man germ possesses, in all essential points, the 
organization of a worm, of which the nearest 
existing allied form seems to be the ascidian 
larva. Four secondary germ layers have de- 
veloped from the two primary germ layers 
and coalesce along the central line. 
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Fourth Main Division: Man as a True 
Vertebrate. The human embryo possesses the 
form value of an articulated person, or a meta- 
meric chain. The articulation principally 
effects the bony system (primary vertebra) 
and the muscle system. The skin sensory 
layer is divided into the horn plate, the medul- 
lary tube, and the primitive kidneys. The 
skin-fibrous layer has separated into the leather 
plate, the primitive vertebre (muscle plate and 
bone plate), and the notochord. From the 
intestinal-fibrous layer proceed the heart with 
the principal blood-vessels and the fleshy 
intestinal wall. From the intestinal glandular 
layer the epithelium of the intestinal tube is 
formed. 

Seventh Stage: Acranial Stage. The hu- 
man germ possesses, in essential points, the 
organization of a skulless vertebrate, similar to 
the developed amphioxus. The body already 
forms a chain of metamera, as several primi- 
tive vertebre have become distinct. The head 
is, however, not yet distinctly separated from 
the trunk. The medullary tube has not yet 
differentiated into the brain-bladders. The 
skull is still wanting, as are also the heart and 
limbs. 


Eighth Stage: 
man germ possesses, in essential points, the 
organization of a gilless cranial animal (like 
the developed myxonoida and petromyzonta). 


Cyclostoma Stage. The hu- 


The number of metamera is increasing. The 
head is more distinctly differentiated from the 
trunk. The anterior extremity of the medul- 
lary tube swells in the form of a bladder, and 
forms the rudimentary brain, which soon 
divides into five brain-bladders, lying one be- 
hind the other. On the sides of these appear 
the rudiments of the three higher sense organs, 
—the nose-pit and the eye and ear vesicle. 
With the first circulation of the blood the heart 
begins its activity; the jaws and limbs are still 
wanting. 

Ninth Stage: Ichthyod Stage. The human 
germ possesses, in essential points, the organi- 
zation of a fish (or a fish-like skulled animal). 
Two pairs of limbs appear in the simplest 
form, as fin-like processes: a pair of anterior 
limbs (dorsal fins), and a pair of posterior 
limbs (ventral fins). The gill-openings are 
completely formed, and between these the 
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gill-arches form. The first pair of gill-arches 
differentiate into the rudiments of the upper 
and lower jaws. From the intestinal canal 
proceed lungs (swimming-bladder), liver, and 
pancreas. 

Tenth Stage: Amniotic Stage. The human 
germ possesses, in essential points, the organi- 
zation of an amnion animal (of a higher gill- 
less vertebrate). The gill-openings disappear 
by concrescence. From the gill-arches develop 
the jaws, the tongue-bone and the bonelets 
(ossicles) of the ear. The allantois perfects 
itself and changes into the peripheric portion 
of the placenta. All the organs gradually 
acquire the forms peculiar to mammals, and 
at last the specific human form. 

Let us suppose, now, that an arrest of evo- 
lution — which undoubtedly does sometimes 
occur — takes place during one or any of 
these transitory embryonic stages; take the 
ninth, or ‘“‘Ichthyod,” stage, if you please. 
The embryo remains a permanent embryo 
of that stage, in whole or in part, possessing in 
all essential points the organization of a fish; 
or, at another stage, it may resemble the oft- 
quoted snake foetus, of which every woman has 
her story to tell. The arrest of development 
may affect the cephalic extremity, and the 
woman go on to term and be delivered of a 
child, perfectly developed in all its parts, 
save the head; and here we have the resem- 
blance which characterized the embryonic 
stage at which the arrest occurred. At once, 
you have a story manufactured to suit the 
case; the mother had been frightened by a 
snake, or what not, at some time during her 
pregnancy, probably as late as the sixth, 
seventh, or eighth month, and this is accepted 
as proof — as strong as Holy Writ — of mater- 
nal impression upon the foetus in utero. 

Again, should the arrest of development 
affect the abdominal plates, which does not 
necessarily interfere with the evolution of the 
abdominal viscera, we have, as in the case 
mentioned, the walls of the abdomen wanting, 
and the viscera entirely uncovered — save by 
peritoneum — and extroverted. This also is 
referred to maternal impressions, when in 
reality it often, if not always, has its origin in 
purely local causes, such as adhesions of the 
amnion, and less frequently of the placenta. 
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The arrested development of the maxillary 
process causes harelip. The bony parts may 
unite, leaving the soft parts separated (simple 
harelip), or arrested development of the entire 
structure may obtain (cleft palate — compli- 
cated harelip). Acephalous foetus, a very 
common form of malformation, is now known 
to result from embryonic hydrocephalus, the 
cerebral vesicles becoming disturbed unti! 
rupture takes place. The sides and vaults of 
the cranium, as well as the cerebral matter, 
are consequently not formed. 

A fact that should be particularly borne in 
mind is, that “if the emotions of the mother 
ever affect the foetus so as to induce dejormity, 
this must be done at or before the precise time 
at which the deformed part is undergoing 
evolution.” Thus we well know that as early 
as the third month the hands and feet are 
formed, and by the fourteenth week the ab- 
dominal plates have united at the umbilicus; 
the genital organs are distinct, and the maxil- 
lary processes, with their soft parts, have 
united, forming the upper lip. And yet in a case 
of harelip reported by Professor Carnochan, 
the deformity is gravely attributed to a dentist 
roughly handling the mother’s lip during the 
sixth month oj pregnancy. In one of Dr. 
Tuke’s cases, the impression was made during 
the sixth month of pregnancy, producing a red 
mark on the child’s forehead, resembling a 
flame. Cases of extrophy of the bladder, 
ectopia viscera, etc., are often cited as exam- 
ples of some impression made on the mother’s 
mind, as late as the fourth, fifth, and even the 
sixth month, when, in fact, it is now positively 
determined that the causes of this deformity, 
viz., adhesion of the allantois to the chorion, 
must be operative as early as the jourth week. 

Sir J. Y. Simpson long since described intra- 
uterine peritonitis as a “most common foetal 
disease.” He cites a large number of cases, 
and says: ‘*We may be able to trace many of 
the malformations of the abdominal and pelvic 
viscera, as well as those of different other parts 
of the body, to different diseased actions, but 
particularly to inflammation occurring in 
some of their structures during the earlier 
stages of their embryonic development and 
growth.” 

Dr. St. John Roosa (11) states “that by far 
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the greater number of cases of congenital deaf- 
mutism, as here observed, had their origin in 
inflammation of the middle ear, occurring in 
intrauterine life.” 

On the other hand, birth-marks of fruit, etc., 
are undeniably the product of an excess of 
evolution. ‘The process of evolution may 
be excessive, as well as incomplete. When 
excessive in certain portions of the capillaries, 
these blood-vessels, which are in the normal 
too small to be seen by the naked eye, now 
become so large as to carry red blood, and 
impart to the locality (if the skin) a corre- 
sponding degree of redness. This is the way 
marks are formed. An excess of evolution 
may also produce supernumerary fingers or 
other appendages” (12). 

“I suppose there is hardly a surgeon who 
has not seen a large number of cases where 
deformities have been attributed to influences 
of the same kind. I allude to those red spots 
— those aneurysms by anastomoses — which 
are attributed by the mothers of the children 
to this and that cause. I recollect, fifteen 
years ago, I was called on by a distinguished 
obstetrician to perform an operation on a 
child’s cheek. He told me that the mother 
had been frightened by a leech, and that, of 
course, the child had a leech on the check. 
It was simply an aneurysm by anastomosis, 
with as much resemblance to a leech as an 
elephant” (13). 

Placental adhesions are also the cause of 
many malformations in the foetus. Simpson 
(5, 0), in speaking of placental inflammation, 
says: “I mean the morbid connection of the 
internal surface of this organ (placenta), by 
adhesive inflammation, with some part of the 
body of the foetus, and the production, in conse- 
quence of that connection, of different forms 
of malformation by displacement and arrest- 
ment by development, in more or fewer of the 
foetal viscera and members.” These adhe- 
sions seem to be more especially confined to 
the head and face. “I am further persuaded 
that, by a study of these analogies, many of the 
cases of monstrosity, particularly of strongly 
marked malformations of the head and face, 
of defective conjunctions in the median line of 
the body, and of extroversions of the encepha- 
lic, thoracic, and abdomnial viscera, that are 
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to be found upon the records of medicine 
might be shown to be equally referable, in the 
first instance, to the existence of morbid 
adhesion of the embryo to the placenta or mem- 
branes of the ovum as their more immediate 
determining cause, although such adhesions 
were not observed at the time of birth, from 
the connecting and often tender bands or 
membranes of which they generally consist 
having been in some instances ruptured in the 
act of parturition, and in others destroyed 
during the course of intrauterine life, the 
solution of continuity which they had left 
upon the body of the foetus having become, 
before birth, more or less completely cicatrized 
and obliterated” (5, c). 

So much for the arrest of development and 
its causes. Let us turn our attention for a short 
time to the intrauterine amputations, which are 
probably more frequently pointed out as the 
result of maternal impressions than any other 
congenital deformities, as witness the remark 
of Dr. Seguin, previously quoted; viz., “that 
such impressions will reach the foetus in its 
recess, cut off its arms or legs,” etc. It is an 
indisputable fact that all the varictics of this 
deformity can be shown to depend upon dis- 


eases of the membrane inclosing the foetus or 


its appendages. Dr. Montgomery, quoted 
by Simpson in 1836, believed foetal amputa- 
tions to be the ‘‘result of the constriction of 
the limb at the point of separation, by a liga- 
ture of organized lymph.” 

The cases described by Schaeffer and Zagor- 
sky (5, d) appear to support strongly the idea 
entertained by Dr. Montgomery, that amputa- 
tion of the limbs of the foetus is, in some if not 
in all instances, the result of constriction by a 
cord or ligature thrown around the limb at the 
point of disjunction. As to the nature of the 
bands or cords which constitute the constrict- 
ing ligatures, there seems to be no reason to 
doubt that they are, as Dr. Montgomery has 
suggested, formed of organized lymph; and 
that this lymph has been effused by inflamma- 
tory action is, I am inclined to think, in the 
highest degree probable. The view that has 
been taken of the disjunctive action which we 
have attributed, in the preceding remarks, 
to the forcible and gradually increasing con- 
striction of the bands of pseudo-membrane 
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upon the foetal limbs seems confirmed, in no 
inconsiderable degree, by what is observed 
occasionally to occur when the same kind of 
constriction is exercised upon any part of the 
foetus by the umbilical cord. 

Wrisburg has delineated and very minutely 
described a case which is still more in point in 
reference to constrictions by the cord. ‘In 
a deformed foetus of the fourth month, the 
umbilical cord, on leaving the abdomen, ran 
first over the left shoulder and around the back 
of the neck, and then to encircle completely 
the right upper extremity immediately below the 
shoulder. ‘To all these different parts it was 
morbidly adherent, and at the point where it 
encircled the right arm, it imbedded itself 
deeply in the adjacent soft parts; in its subse- 
quent course, the cord, after running again 
over the left shoulder, returned a second time 
to the right arm, and crossed over it above the 
elbow, impressing another furrow or indenta- 
tion upon it at the point of contact. In this 
case we have an example of the process which 
produces a spontaneous amputation of the 
limbs of the foetus, going on at two different 
points in the same arm, and it differs from 
instances previously detailed in this respect 
only, that the constricting and dividing agent 
was not, as in them, a band of false membrane, 
but a portion of the umbilical cord.”” These 
views were recognized and maintained by 
Montgomery, Wrisburg, and Simpson as the 
solution of the problem of intrauterine ampu- 
tation, more than fifty years ago, since which 
time the literature of the subject has been 
greatly enlarged, until now there remains not 
the shadow of a doubt that these malforma- 
tions are dependent upon some pathological 
condition of the membranes surrounding the 
foetus, or of the foetus itself. Very frequently 
nature makes an attempt at restoration, and 
rudimentary toes, fingers, etc., may be found 
upon the amputated extremities. It is well 
known that this restoration is in ratio to the 
scale of animal life; the lower the scale, the 
easier this restoration is accomplished, and 
vice versa. Therefore the earlicr the period of 
embryonic life at which the amputation takes 
place, the more certainly will there be an 
effort to restore the parts. 

The genesis of double monsters is capable 
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of as ready solution as that of amputations, 
and is thus spoken of by Dr. Fisher: “ They 
are not the result of an accidental coalition of 
twins at some uncertain period of their embry- 
onic development, neither do they result from 
a double egg; that is to say, an egg containing 
two volks inclosed in one capsule. They are 
invariably the product of a single ovum, with 
single vitellus and vitelline membrane, upon 
which a double cicatricula or two primitive 
traces are developed. The several forms of 
double malformation, the degree of duplicity, 
the character and extent of the fusion, all re- 
sult from the proximity and relative position of 
the neural axis of two more or less complete 
primitive traces developed on the vitelline 
membrane of a single ovum.” 

This is not a theoretical opinion; it is an 
established fact, determined by direct and 
repeated observation and research instituted 
by different embryologists. It furnishes a 
satisfactory explanation of the several laws 
which have been discovered to preside over 
the development of double monsters;  viz., 
the law of homologous union, the law of unity 
of sex, and the less certainly determined law 
of transposition of viscera. Homologous union 


and the unity of sex in duplex formations are 


positive laws. Twins having a common cho- 
rion, a common placenta, or anastomosis of 
placental vessels are subject to this law of 
unity of sex; and it follows that normal twins 
with common chorion and duplex monster 
have a similar origin, viz., the development of 
a double cicatricula on the blastodermic mem- 
brane of a single ovum. The result of normal 
twins or double monster depends entirely upon 
the nearness of the two primitive traces to each 
other. 

Geoffrey St. Hilaire long since showed that 
monsters could be produced artificially, and, 
later, M. Dareste has, by various experiments, 
succeeded in submitting to direct observation 
the evolution of most of the types of simple 
monstrosity. ‘‘When eggs are submitted to 
incubation, the conditions of which differ from 
those of ordinary incubation, the evolution is 
disturbed, and there appear anomalies and 
monstrosities.” M. Darsete has employed 
four processes with this end: a vertical position 


of the egg; diminution of the porosity of the 
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shell by coatings more or less impermeable by 
air; contact of the egg with a source of heat at 
a point near the cicatricula, but not coinciding 
with it; lastly, the production of temperatures 
slightly above or below that of normal incuba- 
tion. By the first two processes the evolution 
is often modified; by the other two, it always 
is. It is further stated as one of the most gen- 
eral results obtained, “that monstrosities have 
always their origin in that period oj embryonic 
lije when their embryo is entirely formed of 
homogeneous blastema.” 

“The arrest of development is the general 
process of the formation of simple monstrosi- 
ties. It first acts directly on certain organs; 
then the change of these organs involves 
consecutively a certain number of changes 
in other organs, changes characterized by 
arrest of development, fusion of similar parts, 
changes of position, etc. 

“The arrest of development at the com- 
mencement of evolution affects the embryo 
itself. It here produces the monsters inexactly 
known as ‘omphalosites.’ These, the most 
imperfect of all, have only an ephemeral 
existence, where they have not been devcioped 
in the same vitellus with a well-formed embryo, 
the heart of which serves as a motor for the 
circulation of the malformed embryo, which is 
nearly always without this organ. The for- 
mation of simple autosite monsters is through 
a partial or total arrest of the development of 
the amnion or vascular area. The arrest of 
the development of the whole of the amnion 
causes very various monstrosities, which are 
sometimes produced separately, and are some- 
times associated in greater or less number. 
Such are celostomia or eventration, exencepha- 
lon or cerebral hernia, and various incur- 
vations of the vertebral column and deviation 
of organs. . . . The double monsters among 
birds never arise (as has been long supposed) 
from the union of two vitelli originally distinct, 
not even from the union of two embryos, pro- 
ceeding from two cicatricule existing in one 
vitellus. In a double monster there are two 
embryos developed from a single cicatricula, 
and developed by the same amnion. The 
existence of two hearts in double-chested 
monsters is due to two different causes. When 
the hearts are distinct, each heart belongs 
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F.Fish. S.Salamander. T.Tortoise C.Chick 


Fig. 1. The embryo of two of the lower and two of 
the higher vertebrates, in their different stages. 


On the other 


properly to one of the embryos. 
hand, when the hearts are united together, 
the two halves of each heart belong to each 
embryo, each cardiac blastema of one of the 
subjects uniting with the corresponding cardiac 


blastema of the other. M. Darete remarks, 
in conclusion, that though his teratogenic 
researches have been limited to a_ single 
species, that they have a much more extensive 
reference. Indeed, the teratological types and 
processes of formation which he has cited in 
birds are exactly the same as are observed 
in mammifers and fishes. This identity of 
teratological formations in mammifers, birds, 
and fishes is a necessary consequence of the 
unity of type in vertebrated animals”’ (14). 

The following conclusions may be drawn 
from the foregoing review: 

1. That during embryonic existence certain 
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parts may be hindered or arrested in their devel- 
opment, while the other organs not directly 
connected with them may continue their 
evolution and become fully developed. 

2. That ectopia viscera of the abdomen, 
spina bifida, cleft palate, harelip, webbed fin- 
gers and toes, etc., are only evidence of arrested 
development of embryonic abdominal, spinal, 
and maxillary processes, or in case of webbed 
extremities, the continuation of the embryonic 
hand or foot of the second month. 

3. That any agency causing arrest of develop- 
ment of any portion of the foetus must neces- 
sarily operate prior to the evolution of the part. 

4. That the cause of the arrested develop 
ment may be local or general: (a) Injuries 
to the mother’s abdomen; () Diseases of the 
uterus or its membranes; (c) Diseased ovum 


Fig. 2. Embryo of four mammals in three corre- 
sponding stages. The condition of the three different 
stages of development, represented by cross-rows I, II, 
and III, are selected to correspond as exactly as possible. 





434 


from diathesis of either parent; (d) Hereditary 
transmission of deformity. 

5. That excessive development of parts of 
the foetus may obtain, resulting in nevi, aneu- 
rysms by anastomosis, supernumerary fingers 
and toes, etc. 

6. That such peculiarities are, in common 
with family resemblances, frequently trans- 
mitted through generations. 

7. That intrauterine amputations are the 
result of amniotic bands, placental adhesions, 
fracture, or from constrictions by a loop of the 
umbilical cord. 

8. That amniotic bands or placental adhe- 
sions result from inflammation of the uterus, its 
decidua, or inflammatory diseases of the foetus. 

g. That the false membranes causing those 
amputations may be afterwards absorbed, as 
also the amputated extremity. 

10. That so-called double monsters, or 
foctus in jela, are the result of the develop- 
ment of a double cicatricula on the blastoder- 
mic membrane of a single ovum. 

11. That twins with a common chorion also 
result from the development of a double cica- 
tricula on the blastodermic membrane of a 
single ovum. 

12. That in either case there is always unity 
of sex. 

13. That the nearness of the primitive 
traces to each other determines whether im- 
pregnation will result in separate twins or 
double monster. 

14. That in twins of single chorion, or 
anastomosis of placental vessels, one foetus may 
become perfectly formed while the other be- 
comes monstrous. 

15. That the development of the abnormal- 


itv in such cases depends on local anatomical: 


causes, and is governed by definite laws. 

16. That every known form of malformation 
in the human race has its analogue in the lower 
animals, birds, fishes, and reptiles. 

17. That arrest of development, at any of 
the stages of embryonic life, leave resem- 
blances to that type of animal life through 
which the embryo is passing at the time the 
arrest takes place. 

From the consideration of all these facts the 
subject is narrowed down to the following 
questions, Viz.: 
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Can the mother’s mind so act on the foetus 
in ulero as to cause its arrest in whole or part, 
and produce its resulting abnormalities ? 

Can the mother’s mind produce the diseases 
of the uterus or its membranes which result 
in false bands or placental adhesions, which 
cause amputations and other deformities ? 

Can such impression cause the umbilical 
cord to encircle and amputate a limb or cause 
the death of the foetus ? 

Can such impression reach or act upon newly 
impregnated ovum so as to cause the double 
cicatricule to approach each other so closely 
as to result in union and double monsters ? 

Is it possible for maternal influence to de- 
stroy or deform one foetus im ulero, while 
another inclosed in the same membrane is 
uninjured ? 

A large percentage of congenital deformities 
being shown to arise from local and other 
causes, which can have no connection with 
maternal influence, is it probable that at another 
time exactly the same deformity is produced by 
maternal impressions ? 

Is it reasonable that an intrauterine amputa- 
tion will be caused in one case by an amniotic 
band, while in another it may be caused by 
maternal impressions ? 

When it is remembered that no nervous con- 
nection exists between the embryo and the 
mother; that there is no direct blood communi- 
cation; that the mother’s mind can have no 
influence in causing the pathological condi- 
tions which have been shown to be the cause 
of malformation; that during the first weeks of 
foetal life the ovum is surrounded by anatomi- 
cal conditions precluding maternal influence, 
whereas it has been shown that the vast majority 
of malformations have their origin in that period 
of embryonic life in which the ovum is still 
homogeneous blastema;— when all these facts 
are remembered, it cannot be believed that the 
mother’s mind can change the conformation of 
the foetus in utero. 

Indeed, it is a wise provision of nature that 
the development of the human foetus has not 
been left to the influence of maternal whims 
and caprices — to an imitative metamorphic 
power which would result in foetal reproduc- 
tions of every object which impresses the 
maternal mind with disgust and horror. 
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Further, it must be borne in mind that there 
are a very large number of instances in which 
accoucheurs have carefully noted the expecta- 
tions of the mother before delivery, without the 
slightest fulfillment of such expectations in any 
corresponding bodily affection of the child. 

Thus Dr. Fisher (15) says that during 
twenty years he made a practice of asking his 
patients whether they expected any deformity 
in their child, and by far the largér number 
expressed their fear of such a result, and fre- 
quently specified the nature of the deformity, 
and yet only two cases of malformation oc- 
curred with the longings, etc., of pregnancy. 
He speaks of twelve hundred cases, and main- 
tains that Dr. Hammond has failed to prove 
his position that maternal impressions cause 
malformations. Hunter also made inquiry 
in two thousand cases before the birth of the 
child, and failed to find in a single instance any 
connection between a mental emotion in the 
mother and an abnormal development of the 
child. 

In view of all these facts, can any reasonable 
member of our profession believe in mental 
impressions? I think not. “Ifa man choose 


to maintain that a fossil oyster shell, in spite 


of its correspondence, down to every minutest 
particular, with that of an oyster shell fresh 
taken from the sea, was never tenanted by a 
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living oyster, but is a mineral concretion, there 
is no demonstrating his error. All that can 
be done is to show him that, by a parity of 
reasoning, he is bound to admit that a heap of 
oyster shells outside of a fishmonger’s door may 
also be sports of nature,” and that a mutton- 
bone in a dust-bin may have had _ the like 
origin (16). 


BIBLIOGRAPHY 
. FOSTER BALFOUR. 
ogy. 
. Foster. 
. HAECKEL. 
A, pi. 3. 
. WuittAker. Morbid Anatomy of the Placenta. 
. Stupson. (a) Type of Structure of the Placenta 
(b) Ibid., vol. xi, p. 406.  (c) Ibid., p. 408. 
(d) Ibid., pp 328, 329. 
. Hammonn. Psychological Jour., vol. ii, 1868. 
. TuKke. Influence of the Mind upon the Body. 
. Darton. Human Physiology. 
. SEGUIN. Idiocy and its Treatment. 
. SiR James Y. Srupson. Obstetric Memoirs and 
Contributions, vol. ii, p. 193. 
. St. Jonn Roosa. Amer. Jour. of Med. Sciences, 
April, 1867. 
12. DuGAs. Quoted by Fisher. 
13. Detmotp. New York Academy of Medicine, vol. 
i, p. 364. 
. Amer. Jour. of Med. Sciences, April, 1874. 
. Amer. Jour. of Insanity, Jan., 1870. 
. Huxtey. The Method of Zadig. 


AND Elements of Embryol- 
Physiology. 


(a) Evolution of Man. (6) Ibid., vol. 








DEPARTMENT OF TECHNIQUE 


THE RETENTION OF DRAINAGE-CATHETERS 


By JOSEPH RILUS 

Home, a hundred years ago, used continuous 
catheterization for the relief of pain in cystitis due 
to prostatic hypertrophy, allowing the catheter to 
remain in the bladder for a period varying from 
one to three months; nevertheless, as Wishard 
recently observed, the real value of continuous 
catheterism in prostatic hypertrophy, particularly 
in the preparation of patients for prostatectomy, is 
not vet generally appreciated nor understood. 

In the treatment of prostatism with chronic 
cystitis, the intermittent introduction of a catheter 
is painful, difficult, and often impossible. Deaver 
(Enlargement of the Prostate: Its Diagnosis and 
Treatment, p. 151), discussing this subject, says, 
* The bladder irrigations give no relief; renal and 
uremic complications impend, and urinary fever 
has already set in. Under these circumstances, 
no further delay should be tolerated, but as soon 
as it is evident that ground is being lost, the bladder 
should be drained. Of course, the simplest way 
by which this may be accomplished is by perma- 
nently retaining a catheter.” 

There are many good reasons for the selection of 
permanent catheterism for drainage of the bladder 
after operations upon the posterior urethra, among 
which are the following:! 

1. By its use the urine is removed by the natural 
channel. 

2. If used after operations opening the posterior 
urethra until the perineal defect is closed, the period 
of convalescence is shortened, since the perineal 
wound closes more promptly if the urine be drained 
through the urethra. 

3. The caliber of the urethra is maintained or 
even increased, and the subsequent passage of in- 
struments is rendered easy. 

4. Much of the tedious work of after-treatment, 
as sounding, becomes unnecessary, or is decidedly 
lessened. 

5. After perineal section involving removal of a 
portion of the posterior urethra, intermittent cathe- 
terism or sounding is often harmful and difficult of 
execution; hence, maintenance of the urethral 
lumen becomes a serious task. If, however, the 
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retained catheter is used, sounding becomes un- 
necessary, and the new segment of urethra has a 
guide over which to form itself. 

6. The urine may be drained thus accurately 
into a receptacle, and bedsores, dermatitis, and 
much discomfort are avoided. 

7. The danger of uremic poisoning is reduced, 
since the area of the unprotected tissue with which 
the urine must come in contact is diminished. For 
the same reason the danger of bacterial infection 
or intoxication is lessened. 

8. Pain and fever are slight during permanent 
catheterism, if care be exercised that the instrument 
does not project too far into the bladder. 

g. Soft and hard infiltrations which may narrow 
the caliber of the urethra are removed by the pres- 
sure absorption produced by the presence of the 
catheter. 

Some degree of mechanical urethritis will per- 
haps always be produced by continuous catheter- 
ism, but if rubber catheters be used, the urethritis 
thus occasioned will be insignificant. Inflexible 
instruments, if long retained, almost invariably 
cause trouble. During permanent catheterism 
with a metallic instrument, abscess is very likely 
to develop in the periurethral spaces at the scrotal 
angle; at the bulbomembraneous junction, in the 
bladder, or wherever its point or shoulder rests; 
likewise, every change in the position of the patient 
may cause injury to the prostate or bladder. 

The mechanical urethritis produced by a rubber 
catheter is, as a rule, unattended by symptoms 
other than discharge of muco-pus from the meatus 
which subsides almost immediately upon with- 
drawal of the catheter. Such inflammations may 
be minimized by irrigation of the urethra before 
introduction of the catheter and subsequent irri- 
gation, if practicable (it usually is practicable), 
between the urethral mucosa and the catheter. 
Regular changing of the catheter is important. 
Perhaps one patient in fifty cannot bear the reten- 
tion catheter, owing to vesical spasm or violent 
chill, but even in these cases an opiate upon the 
one hand, or quinine upon the other, may make 
protracted retention possible. 

In my cases there has been very little complaint 
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of urethral pain, and the discharge was never 
annoying, usually just enough secretion of tough 
fibrino-mucopurulent character accumulating dur- 
ing twenty-four hours to form a ring upon the 
catheter at the meatus. The decidedly benign 
urethritis became less active after the catheter had 
been in position for a few days. In two cases the 
catheter was retained without changing for two 
months, and in these, during the latter weeks, the 
discharge became practically nil. 

The urethral mucosa develops a tolerance for 
the instrument after a few days. 

In a few of my cases, during the first few days, 
permanganate of potassium in hot, weak solution 
was injected between the catheter and the mucosa, 
but even when this measure was omitted the ure- 
thritis was slight. 

The catheters used were of soft rubber, with two 
eyes. Large sizes were chosen, for the reason that 
such catheters as completely fill the lumen of the 
urethra occasion less frictional irritation than 
smaller ones, which readily bend sharply, or angu- 
late, or slide and twist in the canal. If a small 
instrument is used after perineal section, urine may 
escape freely from the perineal wound or find its 
way to the meatus between the catheter and the 
mucosa. Closure of the perineal wound is thus 
retarded. The penis will often, by bending and 
writhing, disgorge a small limber instrument, 
whereas a large, thick-walled catheter, because of 
its greater stiffness, is much more easily retained. 
The presence of the large catheter in the bladder 
neck relieves irritability in this region. Severe 
muscle spasm or tenesmus rarely occurs during its 
use. Dilatation of the anal sphincters relieves 
spasm, and dilatation of the vesical sphincter has 
a similar effect. 

The presence of a properly applied retention 
catheter cannot produce cystitis. It has been 
stated that inflammation of the bladder may occur 
during permanent catheterization, as the result of 
a direct extension of an urethritis or from decom- 
position of the small quantity of urine which always 
moistens the intravesical end of the catheter. If 
cystitis was produced in either manner in any of 
my cases, it was not severe enough to occasion 
symptoms. Permanganate of potassium solution 
was occasionally introduced into the bladder, 
chiefly, however, for the purpose of eliciting assur- 
ance that the catheter was freely open. 

It has been urged that continuous use of the 
retained catheter will conduce to atony of the blad- 
der. This is certainly not a valid argument against 
its use in properly chosen cases. If it puts at rest 
the bladder muscularis, perineal and suprapubic 
openings do likewise. Rest in vesical atony, es- 
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pecially if due to stricture, is an important factor 
in treatment. (Fuller.) 

It is important that the catheter should be intro- 
duced just far enough. Hf the catheter projects 
too far into the bladder, it will irritate the vesical 
trigone, and pain and strangury will follow. With 
the eye just within the bladder, and the lumen of 
the catheter large enough, the urine will be col- 
lected and discharged drop by drop as rapidly as 
it is received from the ureters. In order to assure 
one’s self that the catheter is brought to lie in the 
proper position, it should be introduced with a full 
bladder and the urine withdrawn in a_ steady 
stream, the catheter then withdrawn slowly until 
the eyes are drawn into the urethra, this being 
indicated by complete cessation of the discharge 
of urine. By pushing the catheter a centimeter 
farther along the urethra, the urine will begin to 
escape drop by drop, and in this position it should 
be retained. (Deaver.) 

Rubber catheters should be chosen of the largest 
possible size and with thick walls. English web 
and gum catheters quickly become incrusted, and 
break and buck in the urethra in such a manner as 
to be difficult of retention. A common method of 
retaining the catheter is to pass two safety-pins 
through the catheter just bevond the meatus and 
to attach to each of these safety-pins a strap of ad 
hesive plaster, which straps are secured by circular 
bands of adhesive back of the glans, or the two 
straps of adhesive plaster may be left long and 
allowed to fall along the course of Poupart’s liga- 
ments and around the sides. These may, if neces- 
sary, be reinforced by two other straps, which pass 
downward along the outer edge of each abdominal 
rectus muscle, crossing the first two, and continuing 
downward to the thighs between the buttocks. If 
the penis now turns upward, it may be held down 
by an additional strap passed transversely over its 
dorsum, the ends of this strap being fastened to the 
skin of the buttocks or the posterior aspect of the 
thighs. 

Pins and adhesive plaster are both undesirable. 
The pins obstruct the lumen of the catheter, and 
the use of adhesive plaster requires shaving of 
the pubes. The plaster soon becomes soiled, ill- 
smelling, and inefficient. 

Dittel’s method (Fig. 1) involves also the use of 
a pin transfixing the catheter and the application 
of adhesive straps about the penis. Incrustations 
tend to collect at the pin, and the adhesive straps 
must, in the nature of things, constrict the penis in 
erection. In this method, as in all others in which 
the catheter is fixed to the movable and in length 
variable penis, the catheter eves will be drawn in 
and out of the bladder with the movements of the 
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penis, unless the catheter, before fixation, be passed 
into the bladder much too far for safety and com- 
fort. 

Tying the catheter to the pubic and scrotal hair 
by means of silk thread (Fig. 2) is barbarous and 
also insufficient. It is often quite impossible to 
prevent priapism during continuous catheterism. 
If the catheter be fixed by thread attached to the 
catheter at the meatus and to the pubic hair, elonga- 
tion of the penis is productive of continuous distress 
from the hair-pulling and the cutting of the glans 
by the thread. It is a mistake to imagine that the 
pain caused by the hair-pulling prevents erection. 
In most cases it does not, just as the pain in chordee 
does not lessen the priapism. This plan also per- 
mits the penis to arch itself and disgorge the instru- 
ment. 

The method described by Keyes (Fig. 3) includes 
the encircling of the sulcus coronarius with silk 
threads which cut during priapism and constrict, 
inducing swelling. Eugene Fuller (American 
Urological Association, Boston meeting) said he 
had found the old French method illustrated in 
Keyes’s text-book satisfactory in some cases, but 
admitted that painful constriction frequently at- 
tended its use. 

The circular plaster straps used in the method 
shown in White and Martin (Fig. 4) and that of 
Watson (Fig. 5) cause less painful constriction 
than the silk thread used in the plan suggested by 
Keyes; the circular straps of adhesive being some 
distance back of the glans, the constriction is much 
less annoying. 

The method of Cheyne, shown in Fig. 6, is ap- 
plicable only to a rigid catheter, the use of which is 
always dangerous, because of the likelihood of 
abscess formation. 

The rubber straps used on the bridled catheter 
(Fig. 7) cause elastic constriction during erec 
tion. 

The gauze bandage shown in Fig. 8 soon be- 
comes soiled, and must be changed. This plan, 
like all the others so far mentioned, permits the 
penis to bow itself, or to buck and to disgorge the 
catheter. 

There is no special catheter which, by virtue of 
the shape of its intravesical end, is self-retaining 
and at the same time entirely safe for use in the 
male urethra; for example, the dilated, raised, and 
perforated top of the Pezzer instrument (Fig. 9) 
may become so incrusted as to render its with- 
drawal painful, if not actually dangerous. More- 
over, the introduction of such an instrument 
with a mandrin is not always easy. The plan of 
attaching a small inflatable rubber balloon to 
the intravesical end as a retention device is not 
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practicable in the case of the catheter in urethra, 
as incrustations render withdrawal of the catheter 
difficult. This plan, as Blasucci has shown, 
adapts itself admirably, however, to suprapubic 
and perineal drains. All such self-retaining cathe- 
ters may be useful as perineal or even suprapubic 
drains, but are not so servicable for drainage per 
urethram. In the female, the self-retaining catheter, 
especially the silver tube of Skene, it is needless 
to say, is of great usefulness. 

In the belief that it presents several advantages 
over any of the methods of retaining the catheter in 
urethra in the male mentioned, I wish to call atten 
tion to the simple plan shown in Fig. 18, in which 
the catheter is held by narrow bands of tape. A belt 
tape is first passed about the patient’s body, just 
above the crest of the ilii. Then the catheter is in- 
troduced, with two narrow washers or collars of 
rubber tubing drawn over it, lying about one third 
of an inch apart, and immediately beyond the point 
to which the meatus will come. A band of tape 
about eighteen inches long is then tied at its mid- 
dle about the catheter, between the two washers, 
the two ends are drawn upward and attached to 
the belt tape two inches to the right and left of 
the median line. A piece of tape two feet in 
length is similarly tied at its middle between the 
washers, and the ends drawn round the thighs 
as perineal straps and fastened to the belt tape. 
In order that the penis may not buck and disgorge 
the catheter, two short encircling connecting tapes 
are tied loosely around the penis, fastened to the 
two anterior and two posterior tapes. This plan 
secures the penis against bucking, allows of in 
crease in length and movement of penis without 
displacement of the eves of the catheter. It is 
cleanly and efficient. There is nothing to block 
the lumen of the catheter. The large rubber 
catheter, even if retained in this manner, however, 
will be disgorged occasionally if the prostatic 
urethra be hypersensitive. This accident occurs 
almost always during the first few days of the 
retention of the catheter. It can usually be pre- 
vented by the use of relaxing anodyne remedies. 
Codein rectal suppositories are especially helpful 
in such cases. 

In Fig. 19 is shown a method for retention of the 
catheter in drainage per viam naturalem in which a 
catgut suture is passed through the wound margins 
and a small are of the catheter-wall. Obviously, 
this is applicable only after perineal operations, but 
it represents, in my opinion, the very best method 
for retention of the catheter where it can be ap- 
plied. It does away with the necessity for harness 
of every kind, and holds the catheter perfectly se 
cure, without any annoyance or pain whatever. 
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The suture is easily introduced and easily removed 
when desired. 

Fig. 21 illustrates the primary closure of the 
urethra after the introduction of the retention 
suture through the wound margin and catheter- 
wall. The presence of the catheter and its reten- 
tion suture does not preclude but facilitates the 
primary closure. 

In Fig. 20 a similar suture is shown holding a 
rubber perineal drainage-tube. It is not necessary, 
in this case, to pass the suture through the catheter- 
wall, and the lumen should not be thus encroached 
upon unless it is necessary, so that the suture 
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here simply should be tied firmly about the 
catheter. In case, for any reason, it is not de- 
sirable to secure the perineal drainage-tube by 
suture to the wound margins, such a tube may 
be secured by tying neatly and securely with 
narrow bands of tape tied between two washers, 
as indicated in Fig. 23. The plan here illus- 
trated is, in many ways, better than that of 
securing the catheter by a pneumatic rubber collar. 
(Fig. 22.) Such collars do not fit comfortably 
between the limbs and against the perineal wound, 
and are difficult to keep clean. 





THE TECHNIQUE OF THE EXAMINATION OF THE URINE AND 


FACES 


IN SUSPECTED CASES OF DISEASE OF THE 


PANCREAS 


CONTRIBUTED TO SURGERY, GYNECOLOGY AND OBSTETRICS 


By P. J. CAMMIDGE, M. B. (Lonp.), D. P. H. (Cams.), Etc. 


Only within the last five or six years have dis- 
eases of the pancreas received from clinicians that 
attention which their frequency and the physio- 
logical importance of the gland in the economy 


of the body warrant. Up to 1900, when Mr. Mayo 
Robson, in a lecture at the London Medical Grad- 
uates College and Polyclinic (1), showed that 
chronic pancreatitis was not the pathological curi- 
osity which it had been held formerly to be, acute 
pancreatitis, malignant disease, cysts, and calculi 
in connection with the pancreas were regarded 
as the only lesions of clinical importance. The 
generally accepted belief that diseases of the pan- 
creas are rare has to a great extent been due to a 
lack of recognition of the commonest of all 
pancreatic disorders, chronic inflammation. The 
absence of pathognomonic signs by which it could 
be readily recognized has largely contributed to 
this state of affairs, and while it is true that pan- 
creatitis is frequently associated with other morbid 
states which give rise to symptoms tending to over- 
shadow those due to the pancreatic lesion, it is 
equally true, but less commonly recognized, that 
a diseased pancreas may often produce or intensify 
symptoms usually attributed to other causes. Even 
at operation, when the pancreas can be examined 
directly, pancreatitis may on the one hand be over- 
looked, or on the other give rise to an erroneous 
diagnosis of malignant disease, from the hard 
nodular character that the gland frequently assumes 


in advance cases of chronic interstitial inflamma- 
tion. 

Early in 1900 I commenced, in conjunction with 
my friend Mr. Mayo Robson, an investigation of 
the chemical changes induced in the body by dis- 
eases of the pnacreas, chiefly with a view to im- 
proving, if possible, the means at our disposal of 
diagnosing these conditions. Attention was first 
directed to the blood, and although it was found 
that its coagulability was much diminished in pan- 
creatitis, even in those cases where there was no 
associated jaundice, attempts to substantiate ex- 
perimentally the theory that this was due to the 
presence of glycerine or some glycerine derivative 
in the circulation proved abortive. Turning next 
to the urine, it was found, in the course of some 
experiments designed to test whether glycerine 
was excreted by the kidneys in pancreatitis, that 
a much more marked precipitate was obtained in 
pancreatic cases when it was boiled with nitric 
acid, neutralized, and examined by the phenylhy- 
drazin test than was usually secured with the urines 
of patients suffering from diseases not of pancreatic 
origin. At first sight this result appeared to lend 
support to the glycerine theory, but further experi- 
ment showed that other mineral acids gave similar 
results, and subsequent investigations have dem- 
onstrated that the phenylhydrazin compound 
obtained is not a derivative of glycerine. The 
examination of a large number of cases, employing, 
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as a rule, hydrochloric acid and neutralizing with 
lead carbonate, proved that while the crude method 
of examination often gave a useful hint in suspected 
cases of pancreatic disease, it would require very 
considerable improvement and modification be- 
fore reliance could be placed upon its indications. 
The first improvement effected was the introduc- 
tion of a second or ‘‘b” reaction in which the urine 
before hydrolysis with the acid was treated with 
a saturated watery solution of mercuric chloride. 
This in cases of pancreatitis was found to inter- 
fere with, or prevent, the formation of the phenyl- 
hydrazin precipitate, whereas in the urines from 
non-pancreatic cases and cases of cancer of the 
pancreas, no such effect was generally observed. 
By comparing, therefore, the amount of the pre- 
cipitate yielded by two similar quantities of urine, 
one prepared by the original or ‘a’? method, and 
the other by the modified or ‘‘b” reaction, it was 
possible to secure confirmatory evidence of the 
presence of active inflammation of the pancreas 
in a given case, and also an indication as to whether 
the symptoms were due to malignant disease of 
the organ. 

In my first communication on this subject, made 
in my Arris and Gale lecture delivered at the Royal 
College of Surgeons in 1904 (2), the technique 
of these two methods was described. Although 
an improved method, to which I shall presently 
refer, has since been adopted, it has not altogether 
supplanted the original ‘“‘a”’ method in suspected 
cases of cancer of the pancreas, so that a descrip- 
tion of this may be useful, particularly as some 
observers appear to have found my former ac- 
count inadequate in some details. A fresh speci- 
men of the twenty-four hours or mixed morning 
and evening excretions is filtered several times 
through the same filter-paper. Ten c.c. of this 
are then boiled in a small flask, fitted with a funnel 
condenser, with 1 c.c. of strong hydrochloric acid 
(specific gravity 1.16) for five to ten minutes. A 
mixture of 5 c.c. of the urine, and 5 c.c. of dis- 
tilled water is added, and the flask well cooled in 
running water. The excess of acid is now neu- 
tralized with four grams of lead carbonate, and 
the precipitate removed by careful filtration through 
a well-moistened close-grained filter-paper, after 
the mixture has been reduced to as low a tempera- 
ture as possible in a stream of water. The clear 
filtrate is made up to 15 c.c. with distilled water, 
and boiled with 2 grams of sodium acetate, 0.75 
grams of phenylhydrazin hydrochlorate, and 1 c.c. 
of 50-per-cent acetic acid for five minutes. The 
fluid is then filtered hot through a moist, hot, filter- 
paper and the filtrate made up to 15 c.c. After 
the lapse of a period varying with the severity of 
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the case from one to twenty-four hours, a more 
or less abundant floccular precipitate forms at the 
bottom of the tube, and this, when examined micro- 
scopically with a }-inch objective, is seen to con 
sist of sheaves or rosettes of vellow crystals. The 
crystals obtained by this method vary in their 
appearance and solubilities, for while those vielded 
in acute and active inflammatory conditions of 
the pancreas are fine, and, as a rule, dissolve on 
irrigation with thirty-three per cent sulphuric acid 
in one-half to one minute (the mean of three ob 
servations being taken), those seen in cirrhotic 
conditions and in cancer cases are broader, coarser, 
and more slowly soluble in dilute sulphuric acid. 
The typical crystals are often difficult to secure 
in cancer of the pancreas, but when they are ob- 
tained, they are found to have a very characteristic 
sword-like form, and to take from three to five 
minutes to disappear after the acid first touches 
them. The crystals obtained from the urine of 
cases of cirrhosis of the pancreas, although usually 
stouter and more resistant to the action of sul 
phuric acid than those seen in acute and active 
inflammatory conditions, are generally distinguish 
able from the crystals of cancer cases by being of 
a more acicular form and by their dissolving in 
thirty-three-per-cent sulphuric acid in one to two 
minutes. 

One disadvantage of the method of examination 
originally described was, that it was a comparative 
test, not capable of accurate measurement, and 
therefore dependent to a certain extent for its inter- 
pretation on the experience of the observer. Un- 
less great care had been exercised at every step, 
a misleading result was very likely to be obtained. 
In mild cases of pancreatitis, too, the difference 
in the amount of deposit vielded by the “a” 
and “0” reactions was often so slight that it was 
a matter of some difficulty te decide whether the 
variation observed was due to accidental causes 
or not. The improved method I recently de- 
scribed in a paper read before the Roval Medical 
and Chirurgical Society is an absolute test, and 
indicates the presence or absence of active inflam- 
mation of the pancreas by the result of a single 
preparation. The manipulation is slightly more 
complicated, and a reasonable amount of care is 
still required in carrying out the details of the ex- 
periment. Investigation of the vields obtained 
from the urine by the original method showed 
that while the ‘‘a” precipitate consisted of a mix- 
ture of a phenylhydrazin compound of glycuronic 
acid and the osazone of a sugar, the precipitate 
formed in the ‘‘b” reaction was composed entirely, 
or almost entirely, of the glvcuronic acid compound 
of phenylhydrazin, so that the difference between 
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the two appeared to depend on the presence in 
the former of an osazone, the formation of which 
had been prevented in the latter by the preliminary 
treatment with mercuric chloride. If, therefore, 
the glycuronic acid could be removed and the sugar 
retained previous to the employment of the phenyl- 
hydrazin test, the result might be expected to be 
more definite, and the necessity for two compara- 
tive tests be done away with. By taking advan- 
tage of the fact that glycuronic acid is precipitated 
by basic lead acetate from acid solutions, whereas 
the sugars are only thrown out when the reaction 
of the fluid is alkaline, this result has been achieved. 
The improved method I now employ for the de- 
tection of active inflammation of the pancreas is 
carried out as follows: A preliminary examina- 
tion of the urine for albumin, sugar, bile, urobilin, 
and indican having been made, quantitative esti- 
mations of the chlorides, phosphates, and urea 
are conducted, and a centrifugalized specimen 
examined microscopically for calcium oxalate 
crystals. If it is found to be of acid reaction, and 
to be free from albumin and sugar, 1 c.c. of strong 
hydrochloric acid (specific gravity 1.16) is mixed 
with 20 c.c. of the clear filtered urine, and the 
mixture gently boiled on a sand-bath in a small 
flask, having a funnel in the neck to act as a con- 
denser. After ten minutes’ boiling, the flask is 


well cooled in a stream of water, and the contents 


made up to 20 ¢.c. with cold distilled water. The 
excess of acid present is neutralized by slowly add- 
ing four grams of lead carbonate. After standing 
for a few minutes to allow of the completion of 
the reaction, the flask is cooled in running water, 
and the contents filtered through a well-moistened 
close-grained filter-paper until a perfectly clear 
filtrate is obtained. The filtrate is then well shaken 
with 4 grams of powdered tribasic lead acetate, 
and the resulting precipitate removed by careful 
filtration, an absolutely clear filtrate being secured 
by repeating the filtration several times if neces- 
sary. Since the large amount of lead now in 
solution would interfere with the subsequent steps 
of the experiment, it is removed with a stream of 
sulphuretted hydrogen, or, what I have found 
equally satisfactory and less disagreeable, by pre- 
cipitating the lead as a sulphate. For this purpose 
the clear filtrate is well shaken with 2 grams of 
powdered sodium sulphate, the mixture heated 
to the boiling-point, then cooled in a stream of 
water and the white precipitate removed by care- 
ful filtration; 1o c.c. of the perfectly clear trans- 
parent filtrate is made up to 18 ¢.c. with distilled 
water and added to 8 grams of phenylhydrazin 
hydrochlorate, 2 grams of powdered sodium acetate, 
and 1 c.c. of 50-per-cent acetic acid contained in 
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a small flask fitted with a funnel condenser. The 
mixture is boiled on asand-bath for ten minutes and 
then filtered hot through a filter-paper moistened 
with hot water into a test-tube provided with a 
15 c.c. mark. Should the filtrate fail to reach the 
mark, it is made up to 15 c.c. with hot distilled 
water, but in my own work I rarely find this is 
necessary, for with practice it is possible to so 
regulate the boiling that the final result always 
comes out between 15 and 16 c.c. In well-marked 
cases of pancreatic inflammation, a light yellow 
flocculent precipitate should form in a few hours, 
but in less advanced cases it may be necessary to 
allow the preparation to stand overnight before 
a deposit appears. Under the microscope the 
precipitate is seen to consist of long, light yellow, 
flexible hair-like crystals, which, when irrigated 
with 33-per-cent sulphuric acid, melt away and 
disappear in ro to 15 seconds after the acid first 
touches them. The precipitate must always be 
examined microscopically, as it may be difficult 
to determine the characters of a small deposit with 
the naked eye, and so cases giving only a slight 
reaction may be overlooked. To exclude traces 
of sugar undetected by the preliminary reduction 
tests, a control experiment is carried out by treat- 
ing 20 c.c. of the urine in the same way as in the 
test described, excepting for the addition of the 
hydrochloric acid. Any sugar found to be pres- 
ent may be removed by fermentation with yeast 
after the urine has been boiled with the acid and 
neutralized. It is essential for the success of the 
test that the urine should be fresh and not have 
undergone fermentative changes. If it should be 
alkaline in reaction, it must be acidified with hy- 
drochloric acid before the experiment iscommenced. 
It has also been found that the administration 
of calcium chloride as Mr. Mayo Robson recom- 
mends before operation in pancreatic cases, inter- 
feres with the reaction in the urine. 

My experience with the improved method has 
been most satisfactory, for in every case where 
pancreatitis has been found to be present, the urine 
has given a more or less marked reaction, cor- 
responding to the extent of the lesion. In several 
cases which gave a well-marked reaction, I have 
had the opportunity of re-examining the urine 
after operation, at intervals ranging from one to 
six months, and in every instance with a negative 
result. Normal urines have given no reaction, 
and control cases suffering from cancer of the 
stomach, colon, or rectum, and from gastric ulcer, 
duodenal ulcer, gastritis, colitis, appendicitis, 
tuberculosis of the intestine, intestinal obstruction, 
cirrhosis cf the liver, hepatic abscess, nephritis, 
floating kidney, tuberculosis of the kidney, cystitis, 
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and Addison’s disease, etc., where there was no 
pancreatic lesion, have also proved negative. The 
urine from cases of cancer of the pancreas has 
generally given no reaction, but in about 25 per 
cent of the cases I have examined, a more or less 
marked deposit of crystals was secured. The 
crystals had no special distinguishing characters, 
and appeared to be of the same nature as those 
obtained in ordinary cases of pancreatic inflam- 
mation. The explanation probably is that they 
are due to an inflammatory reaction set up in the 
unaffected portion of the pancreas by a rapidly 
invading new growth. The possibility of a pan- 
creatitis secondary to malignant disease has al- 
ways to be borne in mind when the urine yields 
a positive result by this method, especially if it 
is loaded with bile, is poor in chlorides, and gives 
a reaction with ferric chloride. In these cases a 
preparation made by the original ‘‘a’”’ method, 
previously described, will often assist in forming 
a correct opinion. 

In many cases of pancreatitis, and in most of 
cancer of the head of the pancreas, useful con- 
firmatory evidence may be obtained by an examina- 
tion of the feces. My procedure is, after noticing 
the naked-eye characters, to make a careful micro- 
scopical investigation of specimens taken from 
various parts of the sample for fat globules, fat 
crystals, muscle fibers, inorganic crystals, etc.; 
then to take the reaction to litmus of a portion 
selected from the center of the mass, and subse- 
quently to estimate the percentage of ‘‘total fat,” 
“neutral fat,” and ‘‘fatty acids” in a specimen 
dried to a constant weight on the water bath. 
Finally, an examination for stercobilin is made. 
For the estimation of the fats I have adopted a 
method which, while much more rapid than the 
Soxhlet process, gives results that are satisfactory 
for clinical work (3). It may be briefly described 
as follows: Two clean dry Schmidt-Stokes milk- 
tubes (labeled A and B), and provided with a 
1o-c.c. mark, are taken. Into the lower bulb of 
each is introduced an accurately weighed quantity 
of the finely powdered dried feces. I usually employ 
about half a gram. The residue on the watch- 
glass used for weighing, and on the sides of the 
short-necked funnel with which the powder is 
introduced into the tube, is washed down with a 
fine jet from a wash-bottle, which for the A tube 
contains hydrochloric acid (1 in 3) and for the 
B tube water. The sides of the tubes are also 
washed down until the whole of the sample is col- 
lected into the lower bulb and the to c.c. mark 
is reached. The A tube is then heated in boiling 
water for half an hour, occasionally rotating it 
so as to well mix the contents. After cooling, 


both tubes are filled to the 50-c.c. mark with ether, 
securely corked, and invested forty or fifty times, 
allowing the whole of the solid material to run 
through the ether each time. Each tube is then 
rotated between the hands, fixed in an upright 
position, and left undisturbed for half an hour or 
more, so that the whole of the solid residue may 
be brought into the lower bulb. Considerable 
care is required in this part of the operation, or 
a perfectly clear supernatent layer of ether free 
from solid may not be secured. With a pipette, 
exactly 20 c.c. of the ethereal extract is drawn off 
from each tube and delivered into two CO, flasks 
of known weight, the amount of ether in the tubes 
being at the same time read off. The ether in 
the flasks is evaporated off, the residue dried on 
a water bath, and the flasks again weighed. From 
the amount of extract yielded by 20 c.c. of ether, 
and the quantity of ether left in the tubes, the total 
amount obtained from the weight of dried faces 
used may be calculated, and from this the per- 
centage in the stool determined. For convenience 
of reference I am in the habit of describing the 
yield from the A tube as “total fat,” that from 
the B tube as “neutral fat,’ and the difference 
between the two as ‘‘fattv acids.” The solid resi 
due in the B tube can be used for detecting ster 
cobilin. For this purpose it is filtered off, extracted 
with acid alcohol, neutralized with ammonia, and 
an equal quantity of ro-per-cent zince acetate in 
alcohol added. The precipitate which forms is 
removed by filtration, and the clear filtrate ex- 
amined against a black background for the green 
fluorescence which indicates the presence of ster- 
cobilin. The intensity of the color varies with 
the amount of pigment, so that by always using 
approximately the same quantities of faces and 
of the reagents, any marked variation from the 
normal can be detected. 

The color of the stools may vary from the typi 
cal dead white of cancer of the head of the pan- 
creas and advanced pancreatitis to an approxi- 
mately normal appearance in the slighter cases 
of pancreatic inflammation. When the pancreas 
is diseased, the faces generally have an acid re- 
action, while in cases of simple biliary obstruction, 
not associated with a pancreatic lesion, the reaction 
is alkaline. This is not, however, an absolute 
rule, for in ro per cent of the cancer cases I have 
examined, the feces were alkaline, and red litmus 
was turned a more or less deep blue in about 
per cent of the cases of chronic pancreatitis 
vestigated. In practically all cases of simple pan- 
creatitis, stercobilin can be found in the faces, 
although in some instances where the pancreatic 
inflammation is associated with recent obstruction 
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of the common duct by a biliary calculus, only 
traces can be detected. Even traces of stercobilin 
are uncommon in cancer of the head of the pan- 
creas, at least at the stage at which they usually 
come under observation. Determination of the 
nitrogen content of the faeces has not in my hands 
proved of much value as an aid to diagnosis, but 
the discovery of large numbers of undigested mus- 
cle fibers with the microscope is a useful indication 
of malignant disease or of advanced inflammatory 
trouble. Microscopically, too, crowds of fat glob- 
ules and fatty acid crystals are always to be found 
in serious cases of pancreatic disease. Quanti 
tative estimation of the ‘‘total fat” gives results 
that are always above the normal in cancer of the 
pancreas, the average in my cases being 63 per 
cent, with extremes of 40 and go per cent. The 
“neutral fat”? in the cases I have examined has 
varied from 40 to 60 per cent, the average being 
45 percent. The ‘fatty acids” have ranged from 
g to 33 per cent, the mean being 18 per cent of 
the dry weight of the feces. In chronic pancre- 
atitis, similar but usually less marked variations 
from the normal are met with. The ‘‘total fat” 
rarely exceeds 60 per cent, and may fall within 
the normal limits for a mixed diet of 15 to 25 per 
cent. The relation of the ‘neutral fats” to the 
“fatty acids,” which are normally present in about 


equal proportions, is frequently disturbed, espe- 


cially in well-marked cases of inflammation of the 
pancreas, the neutral fats being in excess. The 
average proportion in my cases has been 32 per 
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cent of “neutral fat” to 18 per cent of *‘fatty acid.” 
In cases of biliary obstruction, not associated with 
pancreatic disease, although the percentage of 
‘total fat”? is often in excess of the normal, and, 
the relation of the “neutral fats” to the ‘‘fatty 
acids” is disturbed, the tendency being for the 
latter to preponderate. The average amounts in 
the cases I have investigated have been 49 per 
cent for the *‘ total fats,” 18 per cent for the ‘‘neutral 
fats,” and 23 per cent for the fatty acids. Taken 
alone, an analysis of the faeces cannot be considered 
a reliable indication of the condition of the pan- 
creas; but as confirmatory evidence of the results 
of an examination of the urine, it is of considerable 
value, especially in suspected cases of malignant 
disease. 

My experience on the pathological side and that 
of Mr. Mayo Robson on the clinical have shown 
that the probabilities of an erroneous opinon being 
formed regarding a case of suspected pancreatic 
disease are very appreciably diminished if the 
results of an examination of the urine and feces 
according to the methods I have described are 
considered in conjunction with the clinical evi- 
dence. It is yet too early to claim that they are 
pathognomonic, but it can be safely said that they 
are a most useful aid to diagnosis. 
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DIRECTIONS FOR NURSE 
PATIENT ON ADMISSION 


Have the patient undressed at once, and her 
cast-off clothing placed in a receptacle, from which 
it is to be taken for fumigation. 

Let her then take a warm tub-bath, after which 
she is to be dressed in hospital clothing. 

Then make a record of her pulse, temperature, 
and respiration. 

Take pulse and temperature morning and even- 
ing while ‘‘waiting,” and record everything ab- 
normal. 


PREPARATION AFTER ONSET OF LABOR 


Give soapsuds enema. 

Give warm bath. 

Let patient then put on a nightgown and re- 
main in bed until examined. 

Prepare delivery room and table. 

Have at hand sterile towels, gauze sponges, 
absorbent cotton balls, thread for cord, three basins 


for solutions of sterile water, mercury bichloride, 
and lysol or cresoline, scissors, and two clamps. 


Place 
operator. 


small portable table near bed and 


FURTHER PREPARATION OF EXTERNAL GENITALIA 


After patient is placed on operating table: 

Put Kelly’s pad under buttocks. 

Cut short all hair at sides of vulva, and all hairs 
above long enough to reach the vulva. 

Give a vaginal douche of green soapsuds at 
about 110° F. 

Scrub the lower abdomen, pubes, vulva, 
perineum, buttocks and thighs, using green 
soap; then wash with warm sterile water, then 
with bichloride solution. 

During the scrubbing process, wash from before 
backwards, i. e. towards the anus. 

Then place a bichloride guard over the vulva. 

If labor is advancing too rapidly to allow all 
these procedures, omit the douche, but if possible, 
cut short the hairs at side of vulva, and wash 
vulva and adjacent parts. 

Then remove the Kelly pad, and place under 
back, buttocks, and thighs a fresh sterilized draw- 
sheet, and an absorbent gauze pad under the but- 
tocks. 


In prolonged labor give a second rectal enema 
in twelve hours after the first. 

If there is any operative interference, wash the 
external genitalia again, and put on the Snively 
stocking-drawers. 

The patient’s legs are then to be held or fastened 
with leg-straps, as directed by the operator. 

Catheterize only when directed by the obstet 
rician, the house physician, or head nurse. 


MANAGEMENT OF PATIENT AFTER LABOR 

Wash the external parts first with warm sterile 
water, then with bichloride solution, then cover 
with bichloride pad retained in place by T-bandage, 
or fastened to binder when applied. 

Change vulvar pad as often as necessary, i. ¢., 
before it becomes saturated with blood, sometimes 
every hour, for a few hours; after one day, every 
four to eight hours for a week. 

When changing pads, wash the parts with a bi 
chloride solution for seven days, and with soap 
water after seven days. 

Give a cathartic on the evening of the day after 
labor. 

Note the height of the fundus uteri, and keep 
the daily involution line. 

Prop up on pillows the head and_ shoulders 
for a few minutes, twelve hours after labor, and 
afterwards three times a day for seven days. Al- 
low patient to sit up and void urine on and after 
second day, if she desires, unless there has been 
a perineorrhaphy, in which case the nurse will be 
instructed by the attending obstetrician. Allow 
her to sit up in bed on and after the fifth day, if 
she desires. Do not allow her to get out of bed 
earlier than the tenth day, and not then if the 
fundus is still above the pubes, unless by order 
of attending obstetrician. 

ECLAMPSIA BEFORE, DURING, OR AFTER LABOR 

Remove false teeth, if present. 

Prevent patient from injuring herself ; use sev- 
eral pillows as buffers. 

Prevent her from biting her tongue, by cover 
ing an ordinary clothes-pin or large spoon handle 
with gauze, and holding it between the teeth dur- 
ing convulsion. 

Darken room if possible, and keep the patient 
very quiet. 
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If there is much blood or mucus in mouth and 
throat, turn patient on her side, with head in a 
position to allow liquids to run out of the mouth. 


HEMORRHAGE BEFORE OR DURING LABOR 
Keep patient absolutely quiet; elevate the foot 
of the bed. 


THE NEW-BORN BABE 


Weigh the baby at once, anoint with albolene, 
examine the cord for bleeding, the head for me- 
ningocele, etc., the back for spine bifida, etc., the 
limbs for talipes and other deformities, the whole 
body for birth-marks, etc.; notice if babe turns 
blue, and examine for imperforate anus. 

Bathe the babe as soon as convenient, and there- 
after every day; apply dry dressing with boric 
acid over cord, remove this dressing and apply a 
new one after each bath. 

If babe weighs less than five pounds, anoint 
with albolene and wrap in flannel or cotton wool, 
or both, taking care to keep it very warm until 
ordered by the attending obstetrician to wash 
and dress it. 

Let babe nurse every six hours during first day, 
every four hours during second day, and every 
two hours for twenty minutes during third day 
and thereafter, except at night, when he should 
nurse at half-past ten, half-past four, and in morn- 
ing half-past eight, etc. 

Take the temperature twice every day. 

Weigh baby before each daily bath. 


DirECTIONS FOR House PHYSICIAN 


Examine each patient on day of admission, 
especially as to condition of heart, lungs, and 
kidneys, and also general health, and record. 

If there is any nasal or vaginal discharge, have 
a bacteriological examination made, and record 
the results. 

Examine by abdominal palpation for position 
and presentation; also make external measure- 
ments by pelvimeter; record results as to both 
palpation and pelvimetry. 

Examine specimen of urine furnished by nurse 
on day after admission, and every seventh day 
thereafter up to time of labor, and daily if there 
is headache, nausea, anasarca, or any other ab- 
normal condition. 

PREPARATION OF ATTENDING OBSTETRICIAN AND 
RESIDENT PHYSICIAN 

Cut the nails short; wash hands and arms in 
hot water, using green soap and nail-brush; cleanse 
well under and around nails; rinse in sterile water 
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and then in a one-per-cent solution of lysol or 
cresoline. Keep one of these solutions in a sterile 
basin on the small table beside the operator, and 
rinse hands from time to time. Put on operating- 
gown. The attending obstetrician may, and the 
intern must, wear rubber gloves in making vaginal 
examinations, which shall be as few as possible. 


MANAGEMENT OF PATIENT IN 


LABOR 


LATTER PART OF 


Let the patient lie on her left side during the 
last expulsive pains, and let her turn on her back 
while the child is being expelled, or immediately 
after its delivery. 

Keep one hand on fundus, press gently or irri- 
tate slightly with finger-tips, without using force. 

After separation and passage into vagina, or 
after thirty minutes, endeavor to express placenta 
by pressure on fundus. 

If placenta is retained, send for attending ob- 
stetrician, but in case of emergency, such as serious 
hemorrhage, introduce gloved hand and extract. 

In all other cases of retained placenta, place 
a bichloride guard over vulva, and wait until an 
attending obstetrician arrives, but at the same 
time watch for hemorrhage. 

Tie cord after pulsation has nearly ceased, or 
in five minutes. 

Examine placenta carefully, measure, and weigh. 

Report all injuries and tears of the soft parts 
to an attending obstetrician, who shall treat or 
instruct as to treatment. 


MANAGEMENT OF PATIENT AFTER LABOR 
See that directions for the nurses are properly 
carried out. 
See that patient gets a cathartic on the evening 
of the day after labor. 
Watch carefully the uterus for involution. 
Keep patient in bed not less than nine full days. 


DIRECTION FOR CASES OF EMERGENCY 


Eclampsia. 

Use mouth-wedge at once. 

Give hypodermic of morphine at once, half- 
grain, also another hypodermic, quarter-grain, in 
half an hour, and a third hypodermic in one half 
hour if convulsions are not controlled in the mean 
time. 

See that patient is kept very quiet, and pro- 
tected from cold and drafts. 

If the patient becomes conscious, give calomel, 
3 grains, as soon as possible, and magnesium sul- 
phate, 2 grains, every half-hour. 

If not effectual within two hours, order 1, 2, 3 
enema (Epsom salts 1 ounce, glycerine 2 ounces, 
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water, 3 ounces), and also continue salts by the 
mouth until bowels are well moved. 

After bowels are evacuated, administer high 
enema of salt solution, one pint every hour until 
three pints are injected, or use colon irrigation, 
if directed by attending obstetrician. 

Apply hot prcks on kidneys. 


HEMORRHAGE BEFORE OR DURING LABOR 


Keep patient absolutely quiet. 

Elevate foot of bed. 

Give hypodermic of morphine, quarter-grain. 

Repeat hypodermic of morphine, half-grain, 
in 15 to 30 minutes if necessary. 

Give adrenalin 1-1000 solution, M. 10 by mouth 
or M. 5 hypodermically. If serious bleeding 
continues, and membranes are unruptured, plug 
the vagina, keep pressure over fundus uteri, and 
give three salt solution enemata, one pint each, 
at intervals of one hour. 


HEMORRHAGE AFTER LABOR 


Massage fundus uteri so as to express clots. 

If uterus cannot be well contracted, and hem- 
orrhage is alarming, introduce the gloved hand 
into uterus, clear out clots, and irritate uterine 
walls with finger-tips and massage externally. 

If the uterus is well contracted, and serious hem- 
orrhage continues, look for bleeding-points in 
lacerations of perineum, vulva, pelvic floor, other 
parts of vagina, and cervix. 


USE OF FORCEPS 


No house physician shall use the forceps with- 
out the permission of an attending obstetrician. 

Do not apply the forceps until the cervix, vagina, 
vulva, and perineum are dilated and softened. 

After dilatation, apply the forceps within three 
hours in primipare, and within two hours in mul- 
tipare, if nature has not completed delivery. 

In using traction on handle attached to traction- 
rods, pull intermittently, and if considerable force 
is required, occupy not less than twenty to thirty 
minutes in delivering the head, taking the time 
from a watch or clock. 

As soon as the head commences to press on 
the pelvic floor, remove leg-holder and allow ex- 
tension of the thighs, etc., allow legs and thighs 
to hang over the end of the labor-table. 


THE USE OF AN#«STHETICS 


No house physician shall administer an anzs- 
thetic without the permission of an attending 
obstetrician. 

In all serious operations, and in all operations 
on patients in a serious condition from disease 
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or other cause, an official anesthetist shall ad 
minister the anesthetic. 

The term ‘‘attending obstetrician’ refers to 
the individual member of the visiting Burnside 
staff, and to all physicians who have charge of 
patients in the private wards. 


’ 


OBSTETRICIANS 

All obstetricians in charge of private patients 
are requested to observe these rules. 

Examine every male child on the seventh day 
after birth, to ascertain the condition of the pre 
puce. If found adherent, ‘‘strip” the glands, 
and secure, if possible, a prepuce freely movable. 
If this cannot be done after using the prepuce- 
forceps, and a probe or director, report to an 
attending obstetrician, who shall see that cir 
cumcision is done if required. 

During labor and the puerperium, record, or 
let nurse record, as far as possible, the following: 
Length of first stage, length of second stage, length 
of time before expulsive pressure is used over the 
fundus of the uterus, length of time of such pres 
sure, total length of third stage, time of washing 
of vulva, time of application of abdominal binder, 
time of putting patient in bed, time of first weigh 
ing baby, time of first washing baby. 

In forceps deliveries, record when forceps are 
applied, when head is extracted, when body is 
expelled or extracted. 

In all other operative procedures record length 
of time of operation. 


REMARKS 


When Solon gave laws to the Athenians, he 
was asked, ‘“‘Are these the best laws you can 
frame?” He answered, ‘‘No; but they are the 
best laws that the Athenians can keep.” 

We have endeavored to profit by Solon’s wis 
dom, and have tried not to frame rules that are 
too elaborate. The tenure of office of our nurses 
and house physicians is very short, and the fre 
quent changes make the training of the staff some 
what difficult. We find that a printed set of rules, 
which are to a large extent similar to those used 
in other maternities, especially in the United States, 
is very serviceable in many respects. We have 
made our rules, and we hope they will prove use- 
ful for our young graduates. 

We have considered for several vears that it is 
difficult or impossible to keep the Kelly pad per- 
fectly sterile, and we use it only to a limited ex- 
tent. We therefore remove the Kelly pad after 
preparing the patient for labor, and place under 
the patient a clean draw-sheet and an absorbent 
gauze pad. 
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For many years we used no vaginal douche 
before or after labor in normal cases. Recently, 
however, we commenced the administration of the 
antepartal douche, as was the custom years ago 
in the Burnside. We do not use a douche of any 
kind after labor, unless there is some special in- 
dication for it. 

Our rule as to the vulvar pad after labor is to 
change it as o/ten as necessary, instead of every 
four or six hours, as was once our custom. Our 
aim is to change the pad before it has become 
saturated with blood, i. e., before the bed-clothing 
has become soiled. Frequent changes, sometimes 
every hour, are generally required during the 
first twenty-four hours after the completion of 
labor. 

We administer a cathartic earlier than we did 
a few years ago, with benefit, we think, to our 
patients. The height of the fundus is noted daily, 
and the involution line has been carefully kept 
on our ordinary charts for the last six years, ac- 
cording to the custom of Queen Charlotte’s Hos- 
pital, London, England. The head and shoulders 
are propped up on pillows for a few minutes three 
times a day, to favor free vaginal drainage. 

In cleansing the hands of the obstetrician, and 
the genitalia and adjacent parts of the patient, 
we have discarded alcohol, for two reasons. Its 
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use involves considerable expense and some in- 
convenience, especially for the general practitioner 
who does not, as a rule, carry alcohol in his obstetri- 
cal satchel. So far as our observations show, we 
get along as well without it. 

As to antiseptics, we still use the bichloride of 
mercury to a large extent. We have used lysol 
for some years, and are now using cresoline to 
a limited extent. Professor Amyot of Toronto 
University conducted a series of experiments for 
us last winter, and found that the germicidal powers 
of lysol and cresoline were strong. They are 
both commercial preparations, somewhat similar 
in nature, being saponified cresol mixtures. 

In fixing a time limit after the Dublin fashion, 
we do not mean that in all cases the operator 
should wait for two or three hours after complete 
dilatation before applying the forceps, but we do 
mean that he should never wait longer. 

Our chief aim in making rules as to certain 
time records is to secure uniformity in methods 
of procedure. For instance, we don’t want a 
muscular and strenuous house physician to pull 
the head over the pelvic floor and through the 
vulva in five minutes. We don’t want him to 


guess as to time, but use his watch, or the clock 
on the wall beside him, so as to know what 
progress he is making in a given time. 
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TRANSACTIONS OF THE 
Joint MEETING WITH THE CHICAGO 


The President, Dr. FRANK T. ANDREWS, in the 
chair. 

Dr. W. H. Lamporn presented specimens from 
a case of extrauterine pregnancy. (See page 388.) 

DISCUSSION 

Dr. Emit Ries: I had the good fortune of 
being permitted to look over these sections, and 
they illustrate the difficulty of differentiating be- 
tween the Langhans layer and the decidual cells, 
and between decidual cells and proliferated peri- 
toneal epithelium. 

Of course, as long as the questionable cells are 
inside the tube, there is no difficulty in excluding 
the origin of these cells from peritoneal epithelium, 
but when the tissue comes from near the peri- 
toneum, the difficulty is greater. 

I examined a specimen which I removed from 
a girl of 16, who had occlusion of the hymen, 
hematocolpos, hematomata, and hematosalpinx. 
The girl, of course, had never been pregnant. I 
opened up the tubes, let out the blood, made new 
openings in the tubes and seamed them, and the 
tissue that I removed in making the opening I sub- 
jected to microscopic examination. There were 
areas in those specimens that looked very much 
like decidua, resembling specimens I saw in Ber- 
lin last year, in Pick’s laboratory. In some places 
it would be very hard to tell the difference. 

The development of peritoneal growths was 
thought at one time to be dependent on the pres- 
ence of pregnancy. But my case proves that the 
condition does not depend on pregnancy; that it 
may occur in other conditions. In fact, I believe 
that it depends only on irritation of the perito- 
neum. The cases of extrauterine pregnancy 
operated on usually are not cases with a normal 
peritoneum. There has been some hemorrhage, 
some rupture, some distention of the tube, and 
irritation. I have examined specimens carefully, 
and have always found fibrin or some new-formed 
adhesions, and in these cases the epithelial 
growths develop most beautifully. 

Dr. CHartes E. Pappock: The remarks 
of the last speaker emphasize the statement I 
made at a previous meeting, that a diagnosis of 
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ectopic gestation cannot be made because of 
decidua-cells in the discharge from the uterine 
canal. The case under discussion at that time 
was one wherein a failure to diagnose an ectopic 
pregnancy had been made, and the uterus curetted, 
and scrapings showed decidua-cells. This, 1 
claimed, did not make the diagnosis of preg- 
nancy absolute, although the patient was oper- 
ated upon, later following a tubal abortion. If 
we expect to make a diagnosis of tubal pregnancy 
because of the finding of decidua-cells in every 
case, we will occasionally be mistaken. There 
must be found distinct foetal tissue, and until 
we do find this, it is not safe to diagnose tubal 
pregnancy. 

Dr. GEoRGE E. ScHMAUCH: I agree with Dr. 
Ries and also with Dr. Lamborn. The most 
important statement I have heard made so far is, 
that we are not able to say this is a decidua-cell, 
and this not. The individual decidua-cell has no 
characteristics. The Doctor started his investi 
gations assuming that the decidua-cells always 
originate from connective tissue. If we assume 
that, there is no use arguing about these things. 
Every connective tissue cell undergoing changes 
such as those met with in pregnancy and other 
conditions certainly cannot be called a decidua 
cell. The enlarged connective tissue cell assumes, 
as we say, an epitheloid character, as, for instance, 
in tuberculosis, in the endometritis interstitialis. 
These cells have the same appearance as decidua 
cells.- They are decidualitic cells. 

In my opinion, there is no decidua formed in 
the tube. The real decidua —a continuous mem- 
brane — is formed only in the uterus, and _ this 
mucosa is not the same tissue as that we find in the 
tube. The characteristics of the uterine decidua 
is to be seen in an exceedingly fine reticulum, and 
in its meshes the decidua-cells are lving. 

The Doctor spoke about mistaking 
cells for decidua-cells. That is not possible. By 
Langhans cells we mean a well-defined cell. He 
probably means trophoblast cells invading the 
foetal tissue. We have different means of distin 
guishing between different cells as the structure of 
the cytoplasms and nucleus, their affinity to stains, 
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also their surroundings. The connective tissue 
and the epithelial cells are very characteristic. 
Krompechner’s researches, however, show that the 
difference between the two is not as great as was 
thought. The same observation is made when 
we examine cases of early pregnancy, especially 
tubal pregnancy. We are not always able to 
differentiate the invading trophoblast — an epithe- 
lial cell — from the surrounding connective tissue 
cell. 

There is another group of cells which may be 
confused, and these are the so-called plasma cells, 
also maternal cells, which are always present in 
tubal pregnancy. There are two things by which 
I determine foetal and maternal cells. Decidual 
cells may be recognized by the reticulum surround- 
ing the decidua-cells, and the foetal cells are rec- 
ognized by the destruction which the connective 
tissue around the cells undergoes. We regard the 
connective tissue as an intercellular substance, 
pervaded by channels, and in these channels 
protoplasmatic lumps, the connective tissue cells, 
are lying. Feetal cells may invade these channels, 
and the connective tissue cell itself may assume an 
epitheloid or decidua-like character. The result, 
however, never will be a continuous decidua. The 


picture these enlarged cells present will vary 
according to the prevalence of the intercellular 


substance of the tissue. At times only a few large 
cells are scattered through the tissue around the 
villi, and at other times the cells are lying close 
together. 

Other specimens show blood-vessel walls 
made up of large cells, which resemble com- 
pletely decidua-cells. The intercellular sub- 
stance between these cells is normally scanty, 
consequently the likeness to decidua-cells. 
All those decidua-like cells which we find in the 
peritoneum during pregnancy are, in my 
opinion, always situated around the lumen of 
the vessel, and are perivascular cells that have 
undergone an epitheloid change. 

Dr. LAmMBorN (closing the discussion): With 
regard to Dr. Schmauch’s question as to the 
trophoblast and Langhans cell, I understand by 
the latter a cell that is developed from the syn- 
cytium, whether inside or outside of the latter 
does not make any difference, as they may break 
through the syncytium later. 


DERMOID CYST 


Dr. Emit RIEs reported a case of dermoid in 
which the pedicle had become twisted and gan- 
grene supervened. The tumor was removed, and 
extensive adhesions found. Six years later, the 
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patient, pale and cachectic, returned with a palpa- 
ble tumor in the region of the pylorus. Ries 
resected about two thirds of the stomach and one 
and a half inches of the duodenum, and found a 
very extensive carcinoma of the pylorus reaching 
up toward the cardiac region. He had no particu- 
lar difficulty in removing the stomach, but when 
it came to finding the, proper coil of intestine to 
anastomose to the remainder of the stomach, 
difficulty was encountered. Because of the adhe- 
sions of six years before, the intestines were matted 
together to the transverse colon, and it was impos- 
sible to find the lower part of the duodenum, so 
that some lower coil of jejunum had to be utilized. 
The wound healed by primary union, and there 
was no temperature, but when the patient began 
to take food she immediately got a diarrhoea; one 
of the symptoms of too low attachment of the 
intestine. She died two weeks later, from starva- 
tion. 

He operated on a man two days afterward for 
carcinoma of the pylorus. The proper coil of 
intestine was found, and the man is doing well. 
The complication of operations on the stomach 
from adhesions due to gynecologic troubles is 
worthy of attention. 

Dr. FRANKLIN H. MARTIN read a paper on 
PANOPTOSIS OF THE ABDOMINAL ORGANS. 


DISCUSSION 


Dr. W. E. CurHpertson: I wish to compli- 
ment the Doctor on his excellent and comprehen- 
sive paper. Panoptosis of the abdominal organs 
is, in my opinion, a comparatively rare disease, but 
it is perfectly astonishing, the number of cases of 
ptosis of individual organs which we find in these 
long, lean women the Doctor so well described. 
Ptosis of one organ will produce nearly all the 
symptoms which can be ascribed to panoptosis, 
especially ptosis of the kidney. Ptosis of the 
right kidney will produce all the symptoms of 
dilated stomach, of gaseous intestinal indigestion 
and of chronic appendicitis. That is very well 
illustrated by a case I operated on a short time 
ago. 

I did a panhysterectomy on this patient a year 
ago, and I also removed the appendix, which was 
chronically inflamed. The patient left the city, 
and while away she had a fall, in which she frac- 
tured her right leg. On her return, she was con- 
fined to bed with much pain in the appendiceal 
region and pain shooting down the right leg. On 
examination I found that she had a prolapsed 
kidney extending down below the crest of the ilium. 
On replacing the kidney, all the symptoms disap- 
peared, and the woman is apparently well. 
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Another patient was operated on recently for 
diastasis of the abdominal recti. There also was 
pain, suggesting chronic appendicitis and a chronic 
indigestion. On making the incision for the cor- 
rection of the diastasis of the abdofninal muscles 
it was very easy to map out the situation of the 
intestinal canal, which was normal. The appen- 
dix was found to be inflamed, and it was removed. 
I am thoroughly convinced that panoptosis, and 
also ptosis of individual organs, is caused by a 
diminution of fat around the organs. Fat has a 
great deal to do with holding the abdominal organs 
in their proper position. 

Dr. ARTHUR R. Extiorr: I would like to men- 
tion one factor which, it seems to me, is of interest 
in the xtiology of displacement of the abdominal 
organs, and that is chlorosis. I have often been 
able to unearth in the previous history of a case a 
distinct record of anemia with the necessity for 
the prolonged administration of iron. When I 
can get such a history, the anemia having occurred 
about the age of puberty, then I look for displace- 
ment of the abdominal organs, and in a large per- 
centage of cases find it. 

It may seem out of place in a surgical meeting, 
but I wish to mention the use of the tincture of 
nux vomica in atonic abdominal conditions. In 
addition to the Weir Mitchell treatment the nux 
vomica is of great value, in 5-minim doses, grad- 
ually increased to 50 or 60 minim doses, three 
times daily. It improves the appetite by its stim- 
ulating effect on the digestive secretions, and 
increases the ability to absorb and utilize the 
nutriment these patients are required to take in 
such large quantities. 

Dr. Byron Rosinson: I can agree with the Doc- 
tor in some things, but not in others. Splanch- 
noptosia is more common than he says it is. The 
term includes ptosis of the abdominal and the 
thoracic viscera, including relaxation of the thoracic 
walls. The term “abdominal splanchnoptosia” 
or “atonia gastrica” includes very distinct factors, 
on which depends the treatment. 

In splanchnoptosia of the abdominal viscera there 
is: 1. Relaxation of the abdominal wall; 2. Elonga- 
tion of the pedicles of the viscera; 3. Gastroduo- 
denal dilatation from compression of the superior 
mesenteric artery (the condition is very common, 
but it is not always diagnosed); 4. In the erect 
attitude, the abdomen is changed in form; it 
becomes pendulous. On these four factors the 
treatment depends. 

The ztiology of splanchnoptosia rests entirely 
on interior anatomy. These people are born weak. 
They have poor anatomy and poor physiology. 
Their strength and power of resistance is dimin- 
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ished. The best term to apply to these people is 
the word “habitus.” The ensemble of symp- 
toms met with in these people should be termed 
habitus splanchnoptosia. These people cannot 
withstand the world’s stress and strain, especially 
those women who have repeated gestations which 
precipitate the disease they have had before. 

Dr. Martin talks as if only one viscus is attacked. 
This is not so. The seven visceral tracts of the 
abdomen are attacked equally, but we cannot 
diagnose the manifest symptoms so easily. The 
most pronounced symptom in these cases is a 
neurosis, and I think Dr. Martin is confounding 
neurasthenia with splanchnoptosia; two different 
conditions. I have never seen a splanchnoptotic 
without some stigmata. There is a habitus. 

The treatment of these people should be medi- 
cal. These patients have intestinal fermentation, 
meteorism, and they are constipated; therefore 
they should have some form of visceral drainage, 
which keeps every tract in the very highest form 
of elimination. The best way is to keep the in- 
testinal tract evacuated by ample fluids, adminis- 
tered at regular intervals. The food given should 
leave an imperceptible intestinal residue. These 
people should be fed on cereals, vegetables, and 
milk and eggs. Highly seasoned foods should 
be left out. 

The mechanical treatment is by means of bind- 
ers, adhesive straps, etc., but the best known treat- 
ment is the Achilles Rose strapping method. Place 
the patient in the Trendelenburg posture and put 
on three straps. This will take care of nearly 
all these cases. I think it is radically wrong to 
do a pexy of any kind. The pexies are irrational. 
I have fought against that for ten years, and I 
did not see any light breaking until a little while 
ago, when I heard the gynecologists say that a 
hysteropexy should never be done. I say that 
it should never be done on a child-bearing woman. 
James Israel, one of the finest surgeons on the 
kidney, in 35 years hung 11 kidneys, and he seems 
to wish that he had not hung that many. Nephro- 
pexy should be done only for periodic hydroureter. 
When these cases are studied better, there will 
be fewer visceropexies. 

Another method of treatment from which I have 
had splendid results is the overlapping of the 
faciomuscular structures of the abdomen. Since 
1891 I have done quite a number of these opera- 
tions in severe cases of splanchnoptosia, not for 
this alone, but while the abdomen was open for 
other things. I overlap the abdominal walls for 
from three to six inches and suture with a silver 
wire. It pushes the organs back on their visceral 
shelves. This method is better than to put the 





452 


two recti muscles in one sheath, an operation I 
do not do any more. 

It is a queer thing how far faddists will go, and 
how the pendulum swings back about once in 
every five years. Ten years ago we opened the 
abdomen every time we got a chance to do so. 
Then after we had just about stopped opening 
the abdomen for anything, the pexyites sprang up, 
and they open the abdomen every time they get 
a chance to hang up something that they think has 
come loose. If I should do a nephropexy on every 
woman who has a movable kidney, I would keep 
all the hospital beds full all the time. You can 
find a movable kidney in a nulliparous woman as 
well as in the multipara, but that is not a reason 
for doing a nephropexy. I prefer the Achilles 
Rose strapping method to prolonged rest in bed, 
as advised by Dr. Martin. 

Dr. Emr Rtes read a paper on THe Resutts 
OF OPERATIONS FOR CARCINOMA OF THE CERVIX 
UTeRI. 

DISCUSSION 

Dr. FERNAND Henrotin: There is no ques- 
tion about the propriety of the radical operation 
for cancer of the uterus in properly selected cases, 
but the argument made is not valid in all directions. 
Dr. Ries has outlined the true radical operation; 
it is logical, an operation with a future, and it has 
made a name for him. 


He said that he was not going to compare the 
vaginal and the abdominal operations, and yet 
he made some remarks about the vaginal opera- 


tion. The bit of history he has given us shows 
how the thing goes. A doctor does the vaginal 
operation and has reasonable success, until finally 
things go wrong; then he advocates the abdominal 
operation. Then he does the radical operation, 
and he is convinced that it is the only one to do 
until his mortality becomes excessive. What Dr. 
Ries said about radical operations is true. Many 
of them are not radical operations, but his own 
operation is certainly of the proper type, and worthy 
of emulation in properly selected cases. When 
the mortality increases, he blames the operation. 
Because of the great mortality, men resort to 
vaginal operation. If the whole history of carci- 
noma could be gone over, I think you would find 
just as many patients who are perfectly and per- 
manently well after the vaginal operation as after 
the abdominal. The record from vaginal opera- 
tions is not so bad as Dr. Ries would have you 
believe. I can bring half a dozen patients operated 
on for carcinoma of the uterus by the vaginal 
method, who are alive and well after a number 
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of years, but that does not mean that it is the only 
operation, but only an operation for certain 
cases. 

Dr. Ries says that from 1897 to 1901 he operated 
on eight cases, of which two died. Did he do 
any other operations during the time? Surely, 
he must have seen more than eight cases in four 
or five years. What did he do with the others? 

At the beginning, all the men who attempted 
to do the radical operation had bad results, and 
then after a while their results began to improve. 
It takes a past grand master to do a real radical 
operation on the pelvic organs. 

There are many vaginal operations that are suc- 
cessful. I have some pretty old cases, proven 
cases of carcinoma. Two weeks ago I did a 
vaginal hysterectomy for cancer. The patient 
has a small sound ulcer on the cervix, with the 
uterus in complete procidentia. The woman was 
63 years old. She had bled a little. The spot 
was pronounced undoubtedly malignant. The 
woman weighed 190 pounds; she was short, and 
had a very large abdomen. She had a little al- 
bumin in the urine; she did not have a good look, 
so I operated in a very short time, doing a vaginal 
hysterectomy. I am convinced that if Dr. Ries 
had done a radical operation on that woman, the 
result would have been fatal. The radical opera- 
tion is an ideal operation in properly selected cases, 
but it remains a selected operation for selected 
cases. 

Dr. Rres (closing the discussion): Dr. Henrotin 
asks what I did with the other cases of carcinoma 
that I saw from 1897 to 1g01. I did not see very 
many cases at that time; my practice was not 
a large one then, although the Doctor has done 
me the honor to infer that it was. Aside from 
the eight cases I mentioned, I saw perhaps only 
two more, and these were inoperable. I simply 
curetted and let them die. 

He also mentioned that some of his cases of 
vaginal hysterectomy had survived for a long series 
of vears. I think he ought to report them, to 
find out whether six of eight lived over five years. 
The Doctor is also right in saying that we ought 
to select our cases. When I wrote my first paper 
on the subject, I said that the intention of the 
operation is not to increase the number of operable 
cases, but to increase life after the operation, and 
I advised strongly against trying the radical opera- 
tion on a case that would have been considered 
inoperable by the vaginal operation. A case in- 
operable by the vaginal method is a horribly bad 
one for the abdominal method. 
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FRACTURES OF THE CRANIUM. 
Dennis. 

The author discusses fractures of the skull ex- 
haustively, confining himself to a consideration of 
the cases occurring in his own personal experience, 
the number of cases treated being several thousand. 

His classification is as follows: 

1. Fractures of the vertex of the skull. 

(a) Simple fractures, without depression of bone 
or compression of the brain. 

(b) Simple fracture, with depression and com- 
pression. 

(c) Compound fracture. 

(d) Punctured fracture. 

Gunshot fractures are not considered. 

He quotes Dwight’s report of 146 autopsies of 
skull fracture. Only 4 per cent involved the ver- 
tex alone; 2 per cent involved the base alone; 
per cent involved the vertex and base. 

The symptoms of fractures of vertex are given as: 

1. Hemorrhage. 

(a) Epidural hemorrhage. 

(6) Subdural hemorrhage. 

(c) Cortical hemorrhage. 

(d) Cerebral hemorrhage. 

The paralysis accompanying the hemorrhage in 
these various locations is discussed. Attention is 
directed to anomalous cases in which the paralysis 
is found on the same side of the body as the injury 
upon the head. 

The suggestion is made that these cases can 
probably be explained by assuming a laceration of 
the brain on the side opposite the injury. A good 
deal of stress is placed upon the occurrence and 
importance of belated hemorrhages. 

2. Fractures of the base. 

These fractures, in a majority of cases, appear 
in the form of a fissure which begins at the vertex 
and extends to the base. In 146 autopsies, Phelps 
reports 133 had their origin in a fissure from the 
vertex, while only 13 were confined to the base 
itself. In Dwight’s 146 autopsies, 7 involved only 
the anterior fossa, 50 only the middle fossa, and 
13 only the posterior fossa; 20 involved the anterior 
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and middle fosse, 15 the middle and _ posterior 
fosse, and 7 the anterior, middle, and posterior 
fosse. Fractures of the middle fossa are by far 
the more frequent. Fractures of the posterior fossa 
are the more serious, since nearly 50 per cent of 
the cases are fatal, as against 23 per cent in the 
other fosse. 

The symptoms are given as: 

1. Hemorrhage escaping from some of the cranial 
openings or through Eustachian tube and being 
vomited. 

2. Escape of cerebrospinal fluid. There is a 
case reported by Laver in which cerebrospinal 
fluid escaped, and yet there was no fracture shown 
by autopsy. The escape was explained by the 
possibility of a tear of a prolongation of the mem 
brane into the internal auditory meatus. 

3. Disturbance in function of cranial nerves. 

Treatment. The author treats this part of 
the subject briefly, stating that the axiom has been 
well established that it is not the bone injury, but 
the visceral injury, that dominates the prognosis in 
fractures of the skull. Elevation of depressed bone 
should: always be practised, whether there is any 
evidence of visceral injury or not.—J/nternat. Jour. 
of Surg., April, 1906. F. A. Bestey, M. D. 


OBSERVATIONS ON THE DIAGNOSIS AND TREAT- 
MENT OF TYPHOID PERFORATION. By George 
Woolsey, M.D., Surgeon to Bellevue Hospital, 
New York City. 

The fact that about a third of all deaths from 
typhoid are due to perforation, and that the total 
is about 25,000 annually, is brought clearly before 
the reader, and then the fact that a quarter of these 
deaths could be averted by perforation is empha- 
sized. The main diagnostic points are, in point 
of value: 

. An acute pain in the abdomen. 

2. A fixed point of tenderness. 

3. Rigidity (not always present). 

The old picture of typhoid perforation of col- 
lapse, shock, etc., is classed as a symptom occurring 
too late to be of any value. 
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The leucocyte count and the absence of liver 
chilliness are both looked upon as symptoms of 
very little value. The pulse and respiration be- 
come more marked, as a rule. Ether anesthesia 
is the best, although cocaine may be used for ex- 
ploratory operations. Hot saline is used freely for 
irrigation, and its use strongly advised. Drainage 
is always used, either as a cigarette or split rubber 
tube. Operation is, of course, to be performed as 
soon as a diagnosis can be made, but the author 
advises exploratory incision in case of doubt, and 
he asserts that there will be little, if any, disturb- 
ance from so doing. If the cavity is found free 


from gas, and no fluid is in the pelvis, with the peri- 
toneum normal, a retreat is advised without the 
necessity of running over the ilium.— Annals of 
Surgery, May, 1906. 


Wa. R. Cusstns, M. D. 


RESECTION OF PORTION OF THE CHEST-WALL 
AND OF THE DIAPHRAGM FOR PRIMARY SARCOMA 
OF THE PLEURA. 

Dr. Deruginsky, Moscow, Russia, reports a case 
that is chiefly remarkable from the fact that he 
was able to remove almost two thirds of the dia- 
phragm from one side and make a new point of 
fixation for the same, with no especial danger from 
pneumothorax. At the same operation a large part 
of the chest-wall was removed along with some of 
the muscles of the abdominal wall. The diaphragm 
was then attached to the seventh rib. The tumor 
was of the pigmented variety, and was primary in 
the pleura of the diaphragm. The recurrence was 
rapid. — Annals of Surgery, May, 1906. 

Wa. R. Cussins, M. D. 


MALIGNANT DISEASE OF THE THYROID GLAND. 
By George P. Miiller, M.D., and John Speese, M.D. 

Malignant disease of the thyroid is carefully dis- 
cussed in all of its aspects. It is very rare. Etio- 
logically, it is nearly always implanted upon a 
previous enlargement of the gland, which some be- 
lieve to be due to irritation, etc. Its course was 
usually characterized by sudden onset of pain in 
the neck, accompanied by some enlargement and 
hardening of the gland. After the growth has re- 
mained stationary for some time, the most marked 
symptoms are those of pressure and an involvement 
of the lymphatic glands; these occurring in both 
carcinoma and sarcoma, but more frequently in the 
former. Pathologically, any type of carcinoma 
may be present, but the most common is the medul- 
lary cylindrical cell carcinoma. The sarcoma is of 
all types, and are from the interstitial connective 
tissues. In a few cases, carcinoma and sarcoma 
have been reported simultaneously in a gland. 
The metastases occur almost anywhere, but most 
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frequently in the bones and lungs. Of the bones 
most frequently involved, the skull, inferior maxilla, 
and sternum are the most common; also, the bone 
metastases of a carcinoma frequently contain col- 
loid material in normal or abnormal vesicles. 
These metastases frequently cause fractures, but 
it is believed that there is enough bone reproduction 
to cause healing. In carcinoma the metastases are 
frequently solitary in the bones, and an amputa- 
tion may remove the only metastases. The opera- 
tive treatment is the only thing recommended, but 
the results so far have been poor.—University oj 
Pennsylvania Medical Bulletin, June, 1906. 
Ws. R. Cussrnys, M. D. 


THERAPY OF BASEDOW’s DISEASE. 
Michalski. (In Wetzikon.) 

This article takes up the treatment at length, 
both from the medical and surgical sides. Upon 
the side of medical therapeutics, especial stress is 
laid upon serum-therapy. 

From the discussion of operative methods the 
following may be noted: 

1. Ligature of arteries may be regarded as the 
simplest method, and has been practised by Kécher, 
Krénlein, Von Eiselsberg, Von Mikulicz. Im- 
provement has been noted in some cases. 

2. Exothyropexy, introduced by Jaboulay. 
Deaths have followed this procedure. Its cosmetic 
result being bad, it has gained but few followers. 

3. Partial strumectomy is by far the most favored 
procedure, and its results have been the most favor- 
able of any method. Rehn gives the following fig- 
ures: Cure in 57.6 per cent; improvement in 26.5 
per cent; mortality in 13.6 per cent. 

No other operation shows such favorable results. 

4. Total strumectomy is recommended by one 
man — Bottini. 

5. Enucleation is to be done only where con- 
ditions are more favorable for it than for strumec- 
tomy, such as circumscribed nodules. 

6. Sympathicotomy is not recommended by 
Jaboulay. Jonnesco, on the other hand, believes 
it to be of value. Rehn gives the following figures: 
Cured, 28.1 percent; improved, 15 percent; mor- 
tality, 9.3 per cent. 

7. Injections with various substances to produce 
a contraction are not recommended. 

In general, Michalski believes that palliative 
methods, particularly serum-therapy, should be 
made use of, and calculated according to the needs 
of individual cases, for a period of from three to 
four weeks. If in this time no appreciable result 
has been attained, surgical treatment should be 
made use of, and the operative procedure should 
be the one best adapted to the individual case; 
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according to Mikulicz, that one must be chosen 
which is the least severe, according to the necessities 
of the case.—Beitrige zur Klinischen Chirurgie, 
1906. W. C. DANFORTH. 


THE SURGICAL TREATMENT OF RouUND ULCER 
OF THE STOMACH AND ITs CONSEQUENT CONDI- 
TIONS IN THE KRONLEIN CLINIC IN ZURICH FROM 
1887 To 1904. By Dr. Ferd. Kreutzer, assistant 
in the Clinic. 

The conclusions reached in this article are based 
upon 116 cases, of which 18 were not operated 
upon, the remainder having undergone some form 
of surgical procedure. Of the 116, 35 died. The 
cases were as follows: Ulcer, with or without 
stenosis, gastrectasis, etc., 92; ulcer with perfora- 
tion, 14; wounds, 4; erosions 2; duodenal ulcer, 
4—116. 

After a thorough discussion of the subject, the 
author reaches the following conclusions: 

Pathogenesis. A congenital or acquired individ- 
ual disposition seems to play a part. Accidental 
causes, such as irregular habits of feeding, the 
taking of cold or hot articles of food, trauma, as 
well as erosions, hemorrhages, and thrombotic 
processes, would seem only to act as direct causa- 
tive factors, while the advance in ulcer formation 
and the poor tendency toward healing seem to 
depend upon the individual tendency. 

Symptomatology. It was found that no symp- 
tom is pathognomonic in every case. Individual 
symptoms, as well as the whole complex, vary 
much in different cases. 

Frequent pains of a burning or boring character, 
especially coming regularly after meals, speak more 
strongly for an ulcer than for any other condition. 

Vomiting may be absent. When present, it 
varies much as to its frequency and character. In 
all cases a very sour vomitus, frequent, and soon 
after eating, speaks for ulcer. 

Hemorrhage from the stomach is absent in more 
than half the cases. When present, it is not positive, 
but indicates a probability of ulcer. 

External examination may show nothing, even 
when ulcer is positively present. A tenderness to 
pressure, always present and sharply localized, 
speaks for the presence of ulcer. 

Free Hcl. is usually present, more seldom is 
absent, and, when absent, most frequently with 
marked stenosis. 

Lactic acid and long bacilli are not seldom pres- 
ent, especially in marked stenosis, and speak for 
a stagnation. 

Total acidity almost always increased. 

Diagnosis. In many ulcer cases diagnosis can- 
not be made absolutely. In a few cases it is not 


possible to distinguish between an ulcer and a 
carcinoma, even a tumor not being absolutely posi- 
tive of cancer. Persistent course speaks for ulcer. 

Operations. 1. In ulcus ventriculi, with or 
without stenosis, gastroenterostomy is regarded 
most favorably. Von Hacker’s method is pre- 
ferred. Wd6lfler’s operation is done in those cases 
in which Von Hacker’s cannot be carried out. 

2. Pyloroplasty may, in specially selected cases, 
have good results. In most cases, gastroenteros- 
tomy succeeds as well. 

3. Excision of the ulcer can have a successful 
result only in exceptional cases in which the ulcer 
is in a favorable situation. 

4. Resection in stenosis and simple ulcer is only 
to be considered in those cases in which carcinoma 
is suspected, and in which conditions are favorable 
for such a procedure. 

5. Gastrolysis is condemned. 

The indications for surgical interference in ulcer 
of the stomach with or without complications are: 


1. Absolute Indications 


1. Every demonstrable stenosis, whether slight 
or severe, is a surgical case. 

2. Questionable stenoses in cases of long dura 
tion, when systematically carried out internal 
treatment has produced no result. 

3. Frequently recurring abundant hemorrhages 
which threaten life, or, at least, cause severe weak 
ness and loss of weight. 

4. All cases where a carcinoma, either begin- 
ning or existing, is suspected. 

5. All cases of perforation of ulcers. 


2. Relative Indications 


1. When one or more hemorrhages have oc- 
curred, and life is in danger, and other therapeutic 
measures do not help, an operation is to be con- 
sidered. 

2. When the ulcer has been present for some 
time, and severe pain and frequent and exhausting 
vomiting is present, especially when carefully car- 
ried out internal treatment has no result. 

3. In simple uncomplicated ulcer of long stand- 
ing, which is progressively getting worse in spite of 
treatment, if the social position of the patient ren- 
ders an improvement in the condition necessary. 

4. In cases with functional motor insufficiency 
of considerable degree (atonic gastrectasis, gastrec- 
tasis and gastroptosis, neurasthenia), an operation 
may be considered, when internal therapy has 
brought about no appreciable improvement, and 
the social position of the individual makes an im- 
provement in the condition essential.—Beitriige zur 
Klin, Chirurgie, 1906. W. C. DANFORTH. 
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AFFECTIONS OF THE THYROID GLAND. A 
Clinical and Pathological Study. By George 
Everret Beilby, M. D. 

The study is based upon material removed at 
operation from 61 cases of thyroid disease, during 
the past ten years, at the Bender Laboratory, 
Albany, New York. It includes 26 cases of simple 
hypertrophy, 12 of adenoma, 3 of which are re- 
currences after one removal, 12 of cyst, and the 
remaining 11 cases are made up of metastatic 
thyroid tumor, exophthalmic hypertrophy (6 cases), 
chronic thyroiditis, tuberculosis, and carcinoma. 

In the study, a tabulated list of cases is given 
under each type, one or more cases related in detail, 
giving clinical notes and a complete pathological 
study of specimens. Following this there is a 
résumé of the main points in diagnosis and treat- 
ment of thyroid lesions. 

Simple hypertrophy, 26 cases. 

Characteristics oj Group. More or less symmet- 
rical enlargement, though one lobe may be larger 
than the other; essentially a diffuse hypertrophy. 
Histologically, a dilatation of the vesicles, with in- 
creased colloid secretion. Coalescence of adjacent 
vesicles to form small cysts are commonly present. 

tiology. Colloid material is not present in 
early embryonic thyroid. — It first makes its appear- 
ance at birth, and increases in amount during youth, 
into early adult life. Enlargement at this time is 


frequent, and represents physiologic hypertrophy. 


Symptoms. None except those due to pressure. 
Circulatory disturbances with extreme enlargement 
seem fairly common. Periods of time represented 
in these cases vary from a few months to 34 years. 

Adenoma, g cases. They comprise the solid 
non-malignant tumors of the thyroid. 

Etiology. Clinically, hard, firm, freely mov- 
able; without symptoms, except tumor or pressure. 

Pathology. Adenomata are encapsulated tu- 
mors. Two distinct types, depending on type of 
vesicle. First, the “ pure adenoma,” composed of 
closely packed epithelial vesicles, containing little 
or no colloid, and very little connective tissue. 
Many acini are filled with epithelial cells. In the 
second variety, “colloid hypertrophy,” the vesicles 
are dilated and filled with colloid. Colloid ade- 
noma resembles, histologically, simple hypertrophy, 
but differs, in that the stroma is less abundant, the 
vesicle walls thinner, and the epithelial cells lining 
the vesicles in the hypertrophied organ are of a 
lower type than those in the colloid adenoma. 

Adenomatous cysts, to cases. Histologic struc- 
ture of the walls, corresponding to different types 
of adenomata; 5 were of colloid type, 1 foetal, and 
4 of mixed type. Gross as well as microscopic 
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appearance indicates origin in degeneration of 
adenoma. 

Aberrant or metastatic thyroid tumors, which 
are histologically benign, but clinically malignant, 
1 case, male, age 65. Tumor of right antrum, 
rapidly increasing in size, death in eight months. 
Clinical diagnosis, sarcoma. Microscopic section 
shows tissue to be thyroid. 

Exophthalmic hypertrophy, 6 cases, all females. 

Definite and constant changes are present in 
exophthalmic goiter, which have been characterized 
as exopthalmic hypertrophy; they closely resemble 
the changes found in the remaining part of thyroid 
after its partial excision. They consist of: 1. A 
change in epithelium from a low cuboidal to a high 
cylindrical type; 2. A gradual disappearance of 
colloid; 3. Alteration in size and form of alveoli, 
due to hyperplasia and infolding of epithelium; 
4. Increase in vascular supply and in connective- 
tissue stroma. 

Carcinoma, 1 case, female, age 36, with history 
of illness dating back three years. Operated two 
years before, but no study made of specimen. 

Microscopic. Except in a few'small lobules, 
the tissue cannot be recognized as thyroid gland. 
It is composed of papillomatous projections and 
long epithelial tubules. 

Clinical Diagnosis of Thyroid Affections. Sym- 
metrical enlargements of the thyroid indicate a 
hypertrophy; asymmetrical, a tumor or cyst. The 
term “goiter” should be limited to hypertrophies. 

Hypertrophy may be simple or hypertrophic. 
The latter is accompanied by definite and constant 
subjective symptoms. The simple hypertrophy 
results in much greater enlargement of gland, with- 
out symptoms other than those due to pressure. 
Age of onset in simple hypertrophy, usually before 
20, rarely after 25. In exophthalmic form, onset 
before 20 is rare — usually between 20 and 30. 

Of the tumors, cysts and adenomata are most 
frequent, and often difficult to differentiate. Both 
present features of encapsulated tumors. Cysts 
are more apt to be smooth and ovoid in shape. 
Adenomata often show definite lobulations. In 
two cases, recurrent adenomata seemed to show 
a mildly malignant type. 

Early diagnosis of carcinoma presents difficulties. 
Age is to be considered. Disease is of short dura- 
tion, —a few months to two years. It does not 
produce a large tumor, but infiltrates surrounding 
structures. Dyspnoea and dysphagia appear early; 
change in voice is an early symptom (Bloodgood). 

Treatment. In simple hypertrophy, severity of 
symptoms of mechanical origin has been guide in 
treatment. Deformity alone is rarely an indication 
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for operation. In tumors and cysts an early opera- 
tion is indicated. (Kocher’s mortality of four per 
cent in two thousand cases is due, to a great extent, 
to the use of local anesthesia.) 

Carcinoma is to be treated as in other organs. 

In exophthalmic goiter, partial thyroidectomy 
is favored. Four of six cases operated gave ex- 
cellent results. — Annals of Surgery, June, 1906. 

H. M. RicuTer, M. D. 


THE BoTTINI OPERATION IN PRostatic Hy- 
PERTROPHY. By Dr. R. Stierlin, Director of the 
Canton Hospital, Winterthur, Switzerland. 

Stierlin takes what to-day seems an unusualy] 
favorable view of the Bottini operation. He re- 
ports 11 patients with 12 operations, all being done 
during the past two years. He made use entirely 
of the instrument as improved by Freudenberg, and 
states that no accidents due to faulty technique 
occurred. The operations were all done under 
local anesthesia, a 6-per-cent eucain-cocaine solu- 
tion being used, 30 gm. of which were allowed to 
remain in the bladder for six minutes. Stierlin 
makes three incisions in the prostate, varying from 
1-1.5 cm. long in his first case to 4.5 cm. in his last. 

The results of the procedure he considers under 
two heads— immediate and permanent. By 
immediate result is meant whether or not the pa- 
tient could urinate at once after the operation or if 
further catheterization was necessary. 

As to immediate results, the following is stated: 
Of the 12 operations, there were: 

1. One death. Autopsy showed kidney changes 
which must have been present before the operation. 

2. Nine good results. These patients all uri 
nated immediately after the operation. 

3. Two bad results. One of these underwent a 
second Bottini operation, which was successful. 
The other prostate was enucleated. 

The permanent results are considered under 
three heads: 

1. Excellent results (6 cases). No subsequent 
catheterization at any time; no pain upon urina- 
tion; slight or no cystitis, and slight residual urine, 
in no case Over 300 C.c. 

2. Good results (1 case). No more catheteriza- 
tion, subjectively well, able to work, but a rela- 
tively large amount of residual urine. 

3. Fair results. Either passing attacks of reten- 
tion between long periods of free urination, or else 
ihe necessity of using a catheter occasionally at 
night. 

As to complications, the following may be noted: 

1. Hemorrhage or sepsis did not occur. 

2. Slight rise of temperature occurred in some 
cases, while others remained entirely afebrile. 
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3. Epididymitis occurred in two cases, one of 
which had already gone home. 

Stierlin does not believe that the Bottini opera 
tion will be entirely replaced by the more radical 
procedures. He believes it is to be recommended 
in men of over 65, especially those who are mark 
edly arterio-sclerotic and emphysematous. He 
holds, also, that the fact that it can be done under 
local anesthesia gives it a marked advantage over 
prostatectomy. He himself, however, states that 
he does prostatectomy upon younger and well- 
preserved individuals. He admits that the time 
since operation in his cases is not yet long enough 
to allow a very definite opinion to be formed. 
Beitrége zur Klinischen Chirurgie, 1906, vol. xlix. 

W. C. Danrortu, M. D. 


THE SuRGICAL MEANING OF IcTERUs. By Dr. 
Ludwig Arnsperger, privat-docent and assistant 
in the Czerny Clinic in Heidelberg. 

The writer quotes 96 cases of icterus from various 
causes which were observed in the clinic of Pro- 
fessor Czerny. The pathology and surgery of the 
biliary passages are also gone into at some length, 
and the work and results of many authors quoted. 

The conclusions reached may be summed up as 
follows: 

1. There are cases of icterus without mechanical 
obstruction to the biliary flow, which must be 
attributed to a junctional disturbance of the liver 
cells. 

2. A certain method by which the presence of 
an icterus gravis may be detected is not at present 
known. We may, however, in many cases recog 
nize the presence of such a condition from exami 
nation of urine and blood, and from the clinical 
findings. 

3. The severity of an icterus is not necessarily 
proportionate to its intensity and duration, It 
depends much more upon the bodily resistance to 
resorbed toxic biliary bodies. 

4. The * normal method ” in cases of stone in 
the deep biliary passages is choledochotomy, with 
subsequent drainage of the hepatic duct; the gall- 
bladder being, depending upon the severity of the 
condition affecting it, either extirpated or drained. 

5. The radical removal of all stones is very diffi 
cult in cases in which the stones have been in the 
common duct for a long time. It is recommended 
that cases of stone in the common duct be operated 
as early as possible. 

6. Cases of stone in the common duct without 
icterus are commoner than has been heretofore 
supposed. — Beitrige zur Klinischen Chirurgie 
(edited by P. Von Bruns), vol. xlviii. 

W. C. DANFoRTH. 
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METRORRHAGIA Myopatuica. By B.M.Anspach. 

Under this title Anspach treats at length of those 
metrorrhagias of obscure origin generally referred 
to as “apoplexia uteri,” ‘‘endometritis senilis,”’ 
or “ preclimacteric bleeding.” He then takes up a 
careful study of the normal anatomy of the uterus, 
and is impressed with the importance of the elastic 
tissue, showing that in fibrosis of the musculature 
the absence of this structure is of vital significance. 
After the vessel-walls have undergone sclerotic 
changes, it is easy to see “that a failure in the nor- 
mal increase of elastic tissue, or a failure in the 
normal obliterative changes of the vascular chan- 
nels, or an excessive atrophy of the muscular 
elements, or an excessive hypertrophy of connective 
tissue (making firm contraction of the uterus and 
compression of the blood-vessels more or less faulty), 
might result in disturbances of the endometrial 
circulation and produce profuse menorrhagia or 
metrorrhagia.”’ 

The observations on the elastica were made from 
eighteen relatively normal uteri taken from women 
at different periods of life and compared with five 
clinical cases of metrorrhagia myopathica. The 
article is a detailed study, and is largely made up 
of a description of laboratory methods. The pro- 
portion of fibrous tissue was increased in all the 
eighteen uteri where there had been multiple preg- 
nancies, the difference, however, being slight, and 
not as constant as the variation in elastic tissue 
following pregnancy. In the five uteri that had 
been subject o metrorrhagia, the increase of fibrous 
tissue was not more marked than in the other uteri 
of equal parity. The increase of elastica was 
marked and constant in all but two (primipare) 
cases of parous uteri and one multiparous organ 
(case of metrorrhagia myopathica). Owing to the 
findings in this last case, Anspach concludes that 
a study of additional cases will be necessary. He 
does, however, regard metrorrhagia myopathica as 
standing for a distinct class of cases; that it depends 
upon an anatomical or a physiological lesion of the 
uterine muscle. He believes that the anatomical 


lesions will be found in the elastic tissue constituents 
of the vessel-walls, the physiological lesion un- 
doubtedly being the insufficient contractile power 
of the uterus. The condition does not occur in 
nulliparous women, and therefore the child-bearing 
process is an etiologic factor. Its diagnosis is only 
justified when all other possible causes for uterine 
hemorrhage have been excluded, especially carci- 
noma.— American Journal oj Obstetrics, Jan., 
1906, and University of Pennsylvania Medical 
Bulletin, Feb., 1906. CAREY CULBERTSON. 


LuMBAR PUNCTURE 
Thies. 

It is well known that in eclamptics, pathologic 
changes in the central nervous system are very 
frequently found. Pollak demonstrated acute or 
chronic cedema of the brain in fifty-nine per cent 
of the cases he examined. Hyperemia with more 
or less extravasation also occur. It has been shown 
by Krénig that in eclampsia the pressure in the 
subarachnoideal space arose in one case from 450 
to 580 mm., and in another from 120 to 170 mm. 
In these two and in another, lumbar puncture 
allowed a large quantity of cerebrospinal fluid to 
escape, and resulted in a fall of the pressure to 
normal, 120 mm. Less pronounced results were 
obtained by Henkel, who found the increased pres- 
sure in four out of sixteen cases. Krénig is 
rather reserved as to his statements regarding the 
actual therapeutic value of the puncture, though 
there was an apparent betterment of the general 
condition after its use. Thies continued the use 
of the method in fifteen cases, in order to ascertain 
positively, if possible, its actual value. 

In these cases the puncture was not the sole 
therapeutic measure used, for immediate delivery 
was never delayed, nor was the use of salt solution 
subcutaneously or venesection forgotten. 

The puncture was made after the manner recom- 
mended by Quincke; the cerebrospinal fluid was 
allowed to escape very slowly, taking ten to twenty 
minutes, and when the normal pressure of 120 
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mm. was reached it was withdrawn. At the time 
of puncture no ill effects, such as vomiting, twitch- 
ing of muscles, irregularity of pulse or breathing, 
were observed, though in a few cases this occurred 
later. 

The fluid withdrawn was always clear, and con- 
tained a few leucocytes. In one case it was cloudy, 
containing many leucocytes and a few red-blood 
corpuscles, and in another case it was bloody. In 
the latter case the patient had ten post-partum 
convulsions. He believed that this indicated the 
existence of a haemoglobinemia. Twenty-two 
cubic centimeters of fluid were drawn off, and 
afterward there were no more convulsions; the 
patient improved rapidly, and in two hours was 
again fully conscious. Icterus appeared the next 
day, and later the patient died. Autopsy showed 
many small hemorrhages in the liver, peritoneum, 
diaphragm, endocardium, and a large subdural 
haematoma of the right hemisphere. Besides these, 
there was a hemorrhage into the base of the brain. 

The pressure in the canal was increased, more 
or less, in each case. During the eclamptic at- 
tack in one case it rose from 210, in the interval, 
to 390 mm.; in another, from 240 it increased to 
370 mm.; four times it fluctuated between 250 
and 300 mm.; while the highest recorded pressure 
was 600 mm. The latter case, and two others 
having high pressure, died of cedema of the lungs 
soon after the puncture, though while the fluid was 
being withdrawn there was no disturbance of either 
pulse or respiration. Two other cases recovered 
under the same conditions. In the cases having a 
pressure of 200 mm. or under, the prognosis was 
considerably better. Only one of seven such cases 
died, and this one had hemoglobinuria as a com- 
plication. 

The coma was unchanged by the puncture in 
six cases; in three it became worse; and in six others 
it soon became considerably less, and was followed 
by rapid recovery. 

The frequency of the convulsions in seven in- 
stances became much less; in one they ceased 
entirely; in seven other cases no change was ap- 
parent. 

In no case was there any apparent effect on the 
urine secretion, other than perhaps a slight de- 
crease, though this may not have been due to the 
puncture. — Zentralblatt fiir Gyndkologie, No. 23, 
1906. Ueber Lumbar punction bei Eklampsia. 

C. v. BACHELLE. 
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THe ConpDuct OF THE THIRD STAGE OF LABOR. 
By P. Strassmann. 

Strassmann states that so long as the placenta 
remains attached to the uterine wall, light pressure 
on the fundus of the uterus will cause the veins of 
the cord to swell markedly, so that the hand hold 
ing the cord will perceive a distinct fluctuation 
wave. This may be noticed even hours after de 
livery of the child, but disappears as soon as the 
placenta becomes loosened from the wall of the 
uterus. 

Expression of the placenta should not be at 
tempted for at least a half-hour post-partum, even 
if the indications of placental loosening are present. 
On the other hand, should these indications not 
be present, the obstetrician should wait and not 
try expression oftener than every half-hour, espe- 
cially large foetuses and twin births being excep- 
tions to this rule. 

After artificial delivery, the hemorrhage, which 
normally occurs from the different small tears, 
should not be regarded as an indication for im 
mediate delivery of the placenta, but ergot should 
be used and uterine contractions should be aroused. 

The third stage of labor should not be considered 
complete with the expulsion of the placenta, but 
the obstetrician should watch the uterus for at 
least half an hour, and then express the blood- 
clots which have collected within the uterus and 
vagina. 

Strassmann has made use of rubber gloves in 
general obstetrical surgery for several years past, 
though he does not use them when rupturing the 
membranes or when holding shreds of membranes, 
for obvious reasons. 

After manual removal of the placenta, or por- 
tions thereof, he believes it best to refrain from 
douching the uterus or vagina, or at least to use 
sterile normal salt solution, or weak lysoform solu- 
tion only. The stronger antiseptics, or even alco- 
hol, are not to be used, because of the dangers of 
absorption. 

Since it is possible for a small piece of placenta 
to be retained, even though the greatest care and 
precautions have been taken, whenever high tem- 
perature occurs during the puerperium the uterine 
appendages being healthy, the obstetrician should 
carefully palpate the cavity of the uterus before 
considering further measures. —Zur Behandlung 
der Nachgeburtszeit. Zeitschrijt fiir Geburtshiilje 
und Gynikologie, bd. lvii, hh. 2. C. v. BACHELLE. 
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THE TREATMENT OF ADVANCED ForMs OF PRO- 
LAPSE OF THE UTERUS AND VAGINA. By Henry D. 
Beyea. 

The writer reports on results following seventy- 
two operations, cases cared for according to the 
technique employed in the University Hospital, 
Philadelphia. The preparatory treatment con- 
sists in replacing the prolapsed organs and keeping 
the patient in bed for five or ten days. Permanent 
involution is next secured by amputation of the 
cervix uteri after A. Martin’s method, after which 
the anterior vaginal wall is denuded triangularly. 
In closing this denuded area by sutures passed 
transversely, the first two are made to pass through 
the muscular wall of the cervix, and all others 
through the muscular wall of the bladder, the ob- 
ject being to crowd the cervix upward and back- 
ward into the posterior vaginal vault, the whole 
uterus upward into the pelvic cavity, and the body 
of the uterus forward into normal anteflexion. 
The next step is the repair of the perineum, for 
which Bevea regards the Emmet operation as in- 
sufficient, and uses, instead, a modification of 
Hegar’s, the vaginal orifice being narrowed until 
it admits the index finger only. After-treatment 
consists in a hot vaginal douche daily and rest in 
bed for four weeks. Eleven years have elapsed 
Without recurrence in two cases, nine years in seven, 
eight vears in ten, seven years in eight, six years in 
six, five years in six, four years in six, three years 
in six, two years in three, one vear in eight, and 
less than one year in nine. Ventrosuspension was 
employed as an accessory in four cases, the cervix 
Was amputated in only fifty-nine cases, and one 
woman became pregnant one year after operation, 
and was delivered normally at term with only slight 
laceration. In one of the most advanced cases 
recurrence took place after two months. 

Beyea’s paper is made up largely of a descrip- 
tion of the technique employed in these operations, 
to describe which no attempt is made in this ab- 
stract.—Univ. of Penn. Med. Bull., July, 1906. 

CAREY CULBERTSON. 


E. C. DupLEy, M. D. 
F. W. Lyncu, M. D. 


TuBaL Precnancy. By Axel R. Limnell. 

Limnell’s contribution is an elaborate mono- 
graph, based on a study of ninety cases taken from 
the records of the clinic at Helsingfors. These 
cases occurred in the period of time extending 
from August, 1889, to the close of 1904. As to 
etiology, Limnell accepts Walgren’s conclusions, 
founded upon a laboratory study of some of these 
same cases, that anomalies in the tube, of congeni- 
tal or inflammatory origin, are responsible for 
tubal pregnancy. Of these cases, all but five women 
were from the working classes, forty being peasants 
from the country. Sixty-five of the women had 
gone through labor before. A history of previous 
disturbances in the genital tract was obtained in 
fifty-two cases. Irregular menstruation, leucor- 
rhoea, molimina menstrualia, hemorrhage, and 
abdominal and pelvic pain had occurred in forty 
cases, these having come on in the majority of the 
patients subsequent to the last confinement. Abor- 
tion had taken place in ten, and in five erosion of 
the cervix was found. Abortion without other 
disturbances was observed in six cases, chronic 
pelvic peritonitis in three, and fever and pelvic 
pain in three, following the most recent parturi- 
tion. One peculiar case gave the symptoms of a 
probable appendicitis, the right tube being pregnant. 
Against the theory that one or the other side pre- 
sents a predisposition, Limnell’s cases reveal the 
right tube involved forty-six times, and the left 
tube thirty-nine times. The intramural portion 
of the tube was the seat of the pregnancy in ten 
cases, in thirteen the exact location is not given, 
but in sixty-five cases the pelvic portion contained 
the ovum. No case of bilateral tubal pregnancy, 
of simultaneous intra and extra uterine gestation, 
or of twin pregnancy in the tube occurred in this 
series. 

As regards the development of the ovum, its 
nutrition, etc., and the formation of the decidua, 
the author has nothing new to add, further than 
to show an agreement between his own observations 
and the generally accepted theories. The cases 
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he reports ran rather typical courses, free blood 
being found in eleven, and hematomata, without 
free hemorrhage, developing in fifteen cases. En- 
capsulated hamatocele was revealed thirty-seven 
times; in twenty-three cases the mass lying in the 
pouch of Douglas, in eleven laterally in the pelvis, 
and once between the urinary bladder and the 
uterus. In one case the entire true pelvis was filled 
by the hematocele. The cases of this series ter- 
minated usually in the early months of gestation, 
seven continuing into the fourth or fifth month, 
and four going to term, or at least to the seventh 
or eighth month. Abortion terminated sixty- 
seven cases, and rupture took place in eight. 

Symptomatology and diagnosis is discussed in 
detail, without, however, bringing out any new 
points. The conservative and the operative methods 
of treatment are described briefly. The radical 
operative method was employed in the author’s 
series. Salpingo-odphorotomy was done in forty- 
five cases; twenty-three right, twenty left, and two 
bilateral. Salpingotomy was the operation in 
thirty-six cases, nineteen right, thirteen left, and one 
bilateral. In seven of these cases certain other 
pelvic conditions were attended to. Drainage was 
necessary in four cases. Seventy-four of the 
wounds healed primarily, six became infected. 
Four women died; one of peritonitis, one of sepsis 
and bronchopneumonia, two in which the cause 
of death is not clear. In percentages, these results 
appear as follows: Cured, 94.2 per cent; improved, 
1.2 per cent; lost, 4.6 per cent. Thirty-six of these 
women have been under observation since opera- 
tion. Of these, five have undergone one or two 
normal labors, one an abortion and a normal labor, 
and one has aborted twice.—Beitrag sur Kenntniss 
der Tubenschwangerschajt, Nordiskt med. Arkiv, 
1905, afd. i, hift 3, 4, Nr. 14. 

CAREY CULBERTSON. 


ADNEXA, WITH A 
SEVEN Cases. By 


HERNIA OF THE UTERINE 
PERSONAL EXPERIENCE OF 
E. Scott Carmichael. 

Out of seventy-six cases of inguinal hernia oper- 
ated upon in female children, thirty had contents in 
the hernial sac; of these, twenty-four contained 
the ovary, tube, or both. Carmichael therefore 
regards ovarian hernia as one of the commonest, 
as compared with hernia of any other abdominal 
viscus. Of the author’s own cases, in seven the 
sac held such contents. He finds that the degree 
of the hernia varies from a complete descent of 
the ovary and tube with the broad ligament, to a 
condition where the ovary and tube lie at or just 
within the abdominal ring. Hence, in order to 
reduce the contents, it is necessary to divide the 
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attachment of the infundibulo-pelvic ligament on 
the posterior wall of the sac. The more complete 
hernia are the commoner, the younger the child. 
Five of Carmichael’s cases were complete; in two 
the infundibulo-pelvic ligament alone being pres- 
ent. He has demonstrated the intimate associa 
tion of the canal of Nuck and the inguinal ligament, 
showing that the presence of the former depends 
on excessive traction resulting from imperfect de 
velopment or shortness of the latter, that condition 
of the ligament, at the same time, causing in the 
same manner the descent of the ovary. 

While he found a marked variation not only in 
the shape but as well, also, in the anatomical posi 
tion of the ovary, Carmichael observed no other 
pelvic abnormalities, although, for obvious reasons, 
the condition of the uterus could not be ascertained. 
—Jour. Obst. and Gynec. oj the Brit. Emp., vol. x, 
p. 1, July, 1906. CAREY CULBERTSON. 


THE SCLEROTIC CHANGES IN THE VESSELS OF 
THE UTERUS AND THE CLIMACTERIC HEMOR 
RHAGE. Dr. Kurt Wittek. 

‘* Much has been said of late relative to the 
treatment of genital hemorrhages, but little of 
the xtiological factors of the well-known profuse 
climacteric hemorrhages.” 

The author has carefully investigated the rela 
tionship of diseases of the uterine vessels to such 
hemorrhages, and the following are his findings: 

In the last seven years, in the Nieseger Aller 
heiligen Hospitals, total extirpation has been done 
in twelve cases for non-pregnant hemorrhages 
with a diagnosis of arterio-sclerosis uteri. Upon 
further careful investigation, all but four are con 
sidered as possibly due to other causes, such as co 
incident ovarial changes, intramural myoma, etc. 

These four cases are reported in great detail, 
after a review of the literature on the subject. 

Cruveilier and Rokitansky are mentioned as * 
the first to report such cases, to which the former 
gave the name “ apoplexia uteri.” 

Klof, Martin, Winkel, and Veit are spoken of 
as calling attention to the subject. 

Scanzoni, in 1859, and later, Cornil, in 1889, 
emphasized the fact that rigid and brittle vessel 
walls and thickening of the uterus by sclerotic 
vessel-walls were definite causes for such hem- 
orrhages. 

Brionde, in 1896, gives syphilis, tuberculosis, 
passive congestion (‘* Blutstauung ’’), and general 
arterio-sclerosis as the main causes. In_ 1897, 
Remicke reported the exact microscopical findings 
of four cases, and said the primary vessel disease 
was followed by arterio-sclerosis, and the hemor 
rhages occurred on account of vasomotor disturb 
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ances in such vessels where there was a strong 
Blut-Konflux in the organ. 

Some ten or twelve other authors are mentioned, 
and their conclusions more or less quoted. 

The author prepared his own four cases by 
making three sections in each; one along the 
spermatic artery, a second along the uterine, and 
a third through half and also all the cervix. 

Kaiserling - alcohol - celloidin-haeemotox-glucosin - 
Van Giesen (C. T.) Weigert’s for elastic fibers was 
the technique. 

The clinical history and macroscopic and micro- 
scopic findings of each case are fully described, and 
then the author makes the following remarks and 
conclusions: 

* What we first notice in the history of all the 
patients is a Blutzufluss to the genital organs, ever 
increasing in strength; and further, one must 
notice that in all four cases by using the secale 
preparations the hemorrhages only become worse. 
The explanation of this is very simple and definite: 
that the changes in the vessel-walls are the causes 
of such hemorrhages. All the secale cornutum 
medicinal preparations act as contractors. These, 
not being able to act in the already stiffened arterial 
vessels, do act on the less degenerated veins, and 
the latter being compromised, and venous stasis 
brought about, the bleeding is made worse.” 

He does not agree with the view that an existing 
muscle insufficiency can explain the continuance 
of the hemorrhages, because in those of our cases 
where such a connective-tissue degeneration had 
not vet taken place, die erwiahnte Sekale-Wirkung 
eivtrat, and, further, by consideration of these 
cases alone, the increase in the hemorrhages can- 
not be explained. 

“What we further find in all four uteri is a 
‘primary’ vessel disease, which is mainly an intima 
affection. Increase in connective tissue is here 
secondary. One can see the four stages of arterio- 
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sclerosis: 1. Media hypertrophy; 2. Increase of 
intima with degeneration changes in both layers; 
3. Beginning increase in connective tissue; and 
4. Chalky deposits in all three sheaths.” 

In the same degree as the vessel disease had 
advanced, the increase in amount of elastic ele- 
ments in the vessel-wall was noted. This he 
speaks of (with Schwarz) as a “ compensatory ” 
process of nature to supply the normal elasticity 
to the wall. 

“Tt was further noted that in an extraordinary 
degree the increase in the elastic elements corre- 
sponds with the number of children born.” 

He then says: ‘‘ There is no doubt but that fre- 
quent births, even in younger years, can cause 
vessel changes similar to those of senility.” 

“Further, I wish to mention a mechanical fac- 
tor which can act as a causal one for hemorrhages: 
the exceptionable remarkable obliteration of the 
distant capillaries in the fundus in contrast to those 
in the cervix. This results in an overfilling of the 
lower capillaries, which are unable to compensate. 
This explains the hemorrhages in the inferior por- 
tions of the uterus found in our cases and blood 
collections present in the mucosa.” 

He then concludes: “From these considerations 
we may say: 1. That changes in the vessels pro- 
duce hemorrhages more often than is generally 
considered; and 2. That a primary arterio-sclero- 


sis (of non-inflammatory origin) is the cause of 


these hemorrhages. One should therefore think 
of such a sclerotic uterine vessel condition when 
hemorrhages occur, especially in multipara, and 
when other clinical factors are wanting, especially 
if the use of secale or ergotin is of no avail, or 
makes the bleeding worse.’’— Die Sklerotischen 
Gejassverinderungen des Uterus bei Nulli- und 
Multiparen und die Klimakterischen Blutungen. 
Monat. fiir Geb. u. Gyn., Juni, 1906. 
J. C. Houister, M. D. 
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ATMOKAUSIS UND ZESTOKAUSIS: DIE BEHAND- 
LUNG MIT HOCHGESPANNTEM WASSERDAMPF IN 
DER GyNAKOoLoGIr. By Dr. Ludwig Pincus, 
Frauenarzt in Dantzig. Second revised edition, 
with 33 illustrations and 5 tables. Octavo, 371 
pages. Wiesbaden: J. F. Bergmann. 1906. 

In this second edition, Pincus’s work on atmo- 
kausis assumes the character of a text-book, com- 
prising as it does almost four hundred pages, and 
embracing so broad a field as the special treatment 
of a large variety of gynecological conditions. The 
first part of the work stands substantially un- 
changed, but, commencing with the second section, 
the author has enlarged, omitted, or rewritten in 
greater or less extent. Certain subjects, such as 
gonorrhoeal endometritis and puerperal sepsis, have 
been dropped; others, as sapremic abortion, ster- 
ilization, and hemorrhage from myomata, have 
been worked over; one or two new subjects have 
been added. 

As the subject is now presented, the first 125 
pages take up, in general, a historical and critical 
review of the entire subject, and, in particular, of 
the use of boiling water and live steam as a curative 
agent in gynecology during the years 1894 to 1899, 
inclusive. Pincus then considers the various me- 
chanical devices used in this method of treatment, 
and this is followed by a description of his tech- 
nique. Perhaps one of his most interesting chap- 
ters is the short one on the relation of atmokausis 
and zestokausis to curettage. 

The special part of his work comprises a detailed 
report of results obtained by the use of live steam. 
In brief, Pincus now uses this method in the follow- 
ing conditions: 

1. Preclimacteric hemorrhage. 

. Hemophilia. 

. Hemorrhage due to uterine myomata. 
Inoperable carcinoma corporis uteri. 
Menorrhagia and metrorrhagia. 

. Artificial sterilization. 

7. Chronic catarrhal endometritis, postclimac- 
teric and senile hemorrhages, and endometritis 
exfoliativa (dysmenorrhoea membranacea). 

8. Tubercular endometritis. 

9g. Gonorrhoeal endometritis. 

to. Sapriemia. 
11. Sepsis. 
CAREY CULBERTSON. 


A TREATISE ON SURGERY. By George Ryerson 
Fowler. Philadelphia and London: W. B. Saun 
ders Company. 

Every teacher feels the need of presenting his 
subject in his own particular way, especially if 
he is a man of originality and force. There are 
many text-books in the field, but a wide practical 
experience will always furrtish something to add 
to the general knowledge and to the method of 
presenting the old. 

The book before us is an example in point. It 
is an excellent treatise, well presented. More 
than two thirds of the first volume is devoted to 
general surgery. The various chapters are very 
full and complete for a general text-book. Under 
“Regional Surgery,” the head, neck, and shoulders 
are taken up, a third of the volume being devoted 
to these subjects. 

Few general text-books cover the ground so ex 
haustively, and, on the whole, the book represents 
the latest knowledge on the subjects presented. 
One is surprised, however, to note some ideas in 
pathology that are not in accord with our generally 
accepted notions. ‘Granulating inflammations ”’ 
are now rigidly differentiated to make several dis 
tinct forms of disease. 

The make-up of the book leaves nothing to be 
asked for. The illustrations, “888, and 4 colored 
plates, all original,” are all good, and with heavy 
white enameled paper and large, clear type, form 
a beautiful volume. 

Harry M. Ricurer, M. D. 


DISEASES OF THE NERVOUS SysTEM RESULTING 
FROM ACCIDENT AND INJuRY. By Pearce Bailey, 
A.M. M.D., Clinical Lecturer in Neurology, 
Columbia University, New York City; Consulting 
Neurologist to the Roosevelt, St. Luke’s, and 
Manhattan State Hospitals, etc. New York and 
London: D. Appleton and Company. 1906. 

Rather than merely revise his former volume, 
Accident and Injury in their Relations to the Ner- 
vous System, Pearce Bailey has chosen to come 
forward with a work larger in scope and more 
comprehensive in treatment, entitled Diseases oj 
the Nervous System Resulting jrom Accident and 
Injury. The author does not confine himself, as 
in earlier contributions, to a presentment of the 
traumatic neuroses, but considers the full comple- 
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ment of nervous disorders, organic and functional, 
growing out of injuries. 

That there is great need for a treatise of this 
kind may be inferred from the fact that personal 
injury cases are on the increase, despite the im- 
proved safeguards against catastrophe either in the 
conduct of railway or manufacturing enterprises. 

Written from a neurologic viewpoint, the work 
will certainly appeal to the neurologist, but the 
strange array of pertinent surgical facts cropping 
out in most injury cases should challenge the at- 
tention of the surgeon as well, compel the interest 
of the general practitioner, and commend itself 
especially to those who render services in large 
manufacturing plants, and are therefore required 
to know something of the medico-legal aspect in 
personal injury suits, etc. 

Bailey, at the outset, seeks to impress the reader 
with the importance of taking a careful history 
and conducting a painstaking examination of each 
and every case. . 

In part 1 all symptoms of organic nervous disease 
are methodically discussed, and in part 2 the func- 
tional effects of injury receive adequate treatment. 
Part 3 is given over to medico-legal considerations 
in this class of cases, and the work is concluded 
with an extensive, well-ordered bibliography. 


D’O. H. 


SURGICAL SuGGEsTIONS. Practical Brevities iu 
Surgical Diagnosis and Treatment. By Walter M. 
Brickner, M. D., Chief of Surgical Department, 
Mount Sinai Hospital Dispensary, New York; 
Editor American. Journal of Surgery; and Eli 
Moschcowitz, M. D., Assistant Physician, Mount 
Sinai Hospital Dispensary, New York; Editorial 





SURGERY, GYNECOLOGY AND OBSTETRICS 


Associate American Journal of Surgery. 
60 pp. 


12mo, 
New York: Surgery Publishing Company. 
1906. Cloth, 50 cents. 

This novel little book contains 250 suggestions, 


grouped under proper headings. Some of the 
items are familiar to the practising surgeon, but, 
being printed on India tint paper, with marginal 
headings in red, and bound in heavy cloth stamped 
in gold, it makes a very attractive little book of 
60 pages. 


A COMPEND OF OPERATIVE GYNECOLOGY. 
Based on Lectures in the Course of Operative 
Gynecology on the Cadaver at the New York Post- 
Graduate Medical School and Hospital. De- 
livered by William Seaman Bainbridge, M. D. 
Complied, with additional notes, in collaboration 
with Harold D. Meeker, M. D. 12mo, cloth, 76 
pp. New York: The Grafton Press. 


CONSERVATIVE GYNECOLOGY AND ELECTRO- 
THERAPEUTICS. A practical treatise on the dis- 
eases of women, and their treatment by electricity. 
By G. Betton Massey, M. D., Attending Surgeon 
to the American Oncologic Hospital, Philadelphia ; 
Fellow and Ex-President of the American Electro- 
therapeutic Association; member of the Société 
Frangaise d’Electro-thérapie, American Medical 
Association, etc. Fourth edition, revised, rewrit- 
ten, and greatly enlarged. Illustrated with 12 
original, full-page chromo-lithographic plates; 12 
full-page half-tone plates of photographs taken 
from nature, and 157 half-tone and photo-en- 


gravings in the text. Pages xvi, 468. Royal 
octavo. Extra cloth, beveled edges. Price $4, 


net. Philadelphia: F. A. Davis Company. 
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Cut section of tissue removed. 


This drawing shows typical thyroid tissue, although the artist is 
unacquainted with anatomy. 








